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977 of every thousand wounded will live, 


Thanks to advanced military medicine, fatalities 
among the wounded have been reduced by more 
than 72.9%** since World War I. 


The Mobile Army Surgical Hospital, an innovation 
The Military of the Korean Campaign, deserves its share of the 
Ge credit. The Military Model BOVIE Electrosurgicl 
a a manufactured by Liebel-Flarsheim (as are all 
ovies) plays an important part in the enhanced 

capabilities of the surgical team. 


Rugged enough to take the abuse of rough handling and transport or parachute drop, 
built to resist fungus of the tropics, to stand “dunking” in the surf, drenching rains 
or freezing snow —the Military BOVIE demonstrates the same utility and depend- 
ability that has made the civilian BOVIE models world-famous. 
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Man In Numbers, II 





Some time ago we outlined here, 
at random, a few examples of quanti- 
tative aspects of man. It appeared 
that this numerical breaking up of 
an organic entity met with some in- 
terest among our readers so that we 
have been encouraged to enlarge up- 
on this subject again. As we have 
stated in the previous editorial, it is 
obvious that all attempts at quanti- 
tative views in biology in general 
and in human biology in particular 
are disruptions of a qualitative inte- 
gration and continuity. Yet, exact 
science is based essentially on 
quantitative values; therefore, any 
quantification of a properly insepa- 
rable whole gratifies the analytic in- 
clination of the natural scientist. 
Pondering first on some facts re- 
fering to the propagation of the hu- 
man race, one may be impressed by 
the statement that only 40% of Amer- 
ican males are highly fertile during 
their productive years, that 30% to 
40%, though fertile, will, without 
medical advice, have less children 
than they desire, and that about 20% 
to 25% will probably never become 
fathers even with medical care. As 
itis known, the human egg is about 
1/250 to 1/175 of an inch in diameter 
—this is 250,000 times as large as 
a spermatozoon—and weighs about 
1/20,000,000 of an ounce. A single se- 
men discharge may contain as many 
as 225 million sperm cells, 75,000,000 
0 150,000,000 per cc. In practical ex- 
perience 80 million moving sperma- 
0zo0a are required in the entire eja- 
ulate for conception. After concep- 
lon the intra-uterine growth rate of 
he fetus, as determined by the vol- 
me of the fetus, is more than 10,000 
size during the first month of life; 
succeeding months the relative 
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monthly growth rate may be ex- 
pressed by the figures: 14; 11; 1.75; 
0.82; 0.67; 0.50; 0.47; and 0.45. In 
view of this decreasing growth rate 
of the fetus with increasing organis- 
mic integration, it may be interest- 
ing to compare the growth potenti- 
ality of a single cell, experimentally. 
Woodruff in 1911 has shown in ex- 
periments with paramecium that a 
single cell, originally isolated, ‘‘pos- 
sessed the potentiality to produce 
similar cells to the number repre- 
sented by 2 raised to the 3039th 
power, or a volume of protoplasma 
approximately equal to 101°°° times 
the volume of the earth.’’ 


It may be stimulating to muse on 
the production of secretions of the 
human body in quantitative respect. 
Nasal secretion, for instance, 
amounts within 24 hours in 
excess to one liter. In this connec- 
tion it may be mentioned that physi- 
ologists have calculated that the 
amount of moisture necessary, on 
the basis of a 24 hour supply of 21 
cubic feet of air for respiration with- 
in the nose, may aggregate to 960 
cc. The fasting stomach of man se- 
cretes 8 to 10 cc. of gastric juice 
per hour, or 190 to 240 cc. per day 
in reality, the quantities are much 
larger in the nonfasting individual. 
A normal adult person secretes 15 
ce. of bile per kilogram of body 
weight every 24 hours, or about 
1,000 to 1,1000 cc. of bile in a man 
weighing 60 to 73 kilogram (others 
have given the 24 hour quantity of 
bile secretion only as between 500 
and 800 cc.). The secretion of pan- 
creatic juice amounts to 500 to 800 
ec. daily. Saliva is secreted in a 
quantity of approximately 15 cc. per 
hour; thus, the 24 hour amount aver- 





ages from 600 to 1,500 cc. The total 
outflow of lymph through the tho- 
racic duct has been estimated to 
equal between 50 to 120 cc. per hour, 
or 1,200 to 2,880 cc. per day. The 
total amount of cerebrospinal fluid 
has been calculated as about 150 
cc.; this is the quantity of fluid which 
is present at a given time. Yet, 
cerebrospinal fluid is continually re- 
absorbed and formed so that much 
larger quantities would be collected 
if a canula would be placed in the 
subarachnoid space. Regards sweat- 
ing we distinguish between two kinds 
of sweat glands. We are considering 
here only the eccrine glands which 
are by far in the majority and which 
are distributed over the whole body. 
There are from two to three million 
of these glands in the skin; placed 
end to end, they would extend over 
2 miles. Sweat secretion may be 
subdivided into insensible perspira- 
tion and true sweating. About 600 to 
800 grams of water are evaporated 
every 24 hours by insensible perspi- 
ration. As to true sweating, maxi- 
mum rates of 1 to 2 liters per hour 
have been observed; heavy labor in 
hot, dry weather may cause secre- 
tion of 8 to 11 liters of sweat in 5 to 
8 hours of activity. In this connec- 
tion it may be pointed out that, con- 
trary to common opinion, the liquid 
that the average American takes on 
in greatest quantities, is plain wa- 
ter. He consumes somewhat more 
than a quart a day, including the wa- 
ter in the food. Thus, he drinks a 
total of about 6,000 gallons, three 
quarters of a tank car, of water dur- 
ing an average life span of 64 years. 

Broaching briefly the subject of 
the endocrine glands, we just give 
two examples. In a time in which 
diabetes mellitus has become sta- 
tistically so much into the fore- 
ground of morbidity calculations, it 
may be worth-while knowing that 
the normal pancreas has approxi- 
mately two units of insulin per gram. 
The number of islands of Langer- 
hans in the pancreas vary between 
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one fourth of a million to one and 
three fourth million. Recent experij- 
ments have shown that the pancreas 
secretes 30 to 40 units of insulin 
daily for a fasting man weighirg 1 
kilogram. As to the iodine in the 
thyroid gland, it is present in cuan- 
tities of about a quarter of a grain 
(15 mg.). Three and a half times its 
weight of blood passes through the 
thyroid gland each minute; yet, in 
the blood there is only a total of 5 to 
6 micrograms of iodine per 100 cc., 
or a concentration of thyroxin or 
dijodothyrosine of the order of 
0.0001 per cent. 


A few remarks on the nervous sys- 
tem may again be included. The sur- 
face extent of the forebrain of the 
fish is 19% of the whole brain; in the 
rabbit, 68%; in the dog, 75.5%; in 
the gorilla, 87%; in the human child 
two years of age, 90%. The human 
brain at birth weighs 350 grams. The 
weight doubles within 9 months and 
the weight at age 15 averages 1,35) 
grams. It is of anthropological signi- 
ficance that the brain weights of va- 
rious races do not differ consider 
ably. Average brain weights are as 
follows: in the Caucasian race, 
male, 1350 Gm., female, 1216 Gm; 
in the African race, male, 1293 Gm. 
female, 1183 Gm.; in the Chinese 
race. male, 1357 Gm., female, 123 
Gm.; and in the Asiatic race asi 
whole, male, 1304 Gm., female, 
1194 Gm. We have pointed to the 
number of neuronal connections it 
the brain in a previous editorial; 
we may add here that about 20,000 
neuron units are situated under on 
square mm. of cortex. Considerinf 
touch sensation, it is known thi 
there are spots for cold (Krause’ 
end bulbs) and for warm (Ruffini’ 
corpuscles) sensation in the skit 
The former are more numerous tha 
the latter. It has been establishel 
that there are 250,000 cold spots @ 
30,000 warm spots distributed ové 
the cutaneous surface. With respe 
to hearing, the fibers of the cochleé 
branch of the auditory nerve alls 
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in nerve cells of the spiral ganglion 
situated in the cochlea; each gang- 
lion cell sends a fiber to the brain 
in the VIII nerve and another fiber 
endiig around the sensory hair cells 
of the organ of Corti. There are, in 
this organ, at least 3,500 inner hair 
cells and 13,000 outer hair cells, a 
total of 16,500 hair cells. 

There are 696 skeletal muscles 
with striped fibers in the body; they 
account for 42% of its weight in men 
and 36% of its weight in women. The 
muscle fibers vary in length from 
1/25 inch to 2 inches; it takes 600 
of them, put side by side, to cover 
an inch. Each fiber is transversely 
striped and contains 8,000 stripes to 
the inch. The absolute power of the 
human muscle of one square centi- 
meter area is estimated by Hermann 
as 6.24 kilogram. Absolute power is 
calculated according to the formula 
W=L < H. W is the work performed, 
Lis the load and H is the lift. When 
the load is just sufficient to counter- 
act the contraction of the muscle, 
no work has been done, and H is 
zero. This is the absolute power of 
the muscle according to Weber. 


As to measurements of special or- 
gans, it has been long recognized 
that the skin is the largest organ 
of the human body; it comprises 
about 16% of its total weight. The 
area of the human skin is about 20 
square feet; its volume is 2,400 to 
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2,800 cc. and its weight between 3,- 
000 and 3,500 Gm. 


In the new-born child the stomach 
is hardly as large as a hen’s egg and 
its capacity is about 1 oz. (28cc.) In 
the adult, in a fully distended con- 
dition, the length is 10 to 11 inches 
and the greatest diameter 4 to 4% 
inches; the capacity is about 40 
ounces (one quart). Measurements of 
the small intestine in 100 bodies re- 
vealed an average length of 22 feet; 
the longest was 31’ 6” and the short- 
est 15’ 6”, a difference of 16 feet, 
or more than 100% of the minimum 
length. There are, however, nearly 
900 circular folds in the small in- 
testine which more than double the 
surface. Furthermore, there are sev- 
eral million of villi (in the duodenum 
about 20,000 per square inch) which 
increase the absorbing surface of the 
small intestine to about 8,800 square 
inches (60 square feet) which with- 
out villi would only be 1,700 square 
inches. The lungs weigh more than 
2 lbs. The respiration surface is 
between 700 and 900 square feet 
which takes care of 20 cubic inches 
of air with each respiration or 300 
cubic feet of air every minute. 


We shali conclude with a rather sad 
numericical statement, published by 
the American Dental Association, 
namely, that the average American 
who reaches the age of 60 has only 
2 of his 32 permanent teeth left. 


PERFORATED PEPTIC ULCER 


“The average operative mortality in 147 surgically treated 
cases of proved perforated gastroduodenal ulcers, as reported by 
13 authors, was 5.2 per cent . . . This operative mortality is less 
than the 6.4 per cent obtained by the proponents of the medical 
treatment of perforated peptic ulcers.’”’ (D. C. Collins. Med. 
Woman’s J. 3:14, May-June 1951—reprinted from Internat. Rec. 


of Med. June 1951). 
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The Changing Aspect of Middle Ear 
and Mastoid Disease 


JOHN H. BARRETT, M.D. 


Houston, Texas 


What would be my conception of 
middle ear and mastoid infections 
if I were doing general practice to- 
day? Having been a general prac- 
titioner for six years before specia- 
lizing, stimulates my interest in this 
question. Since the advent of chemo- 
therapy and the antibiotics, both the 
symptoms and treatment of acute 
otitis media and mastoiditis have 
been altered. If I were not limiting 
my practice to otolaryngology, what 
would be my ideas on this subject? 
Would I still consider it as taught 
twenty years ago, would I say it is 
one of the passing diseases which 
is only of academic interest, or 
would I know it as taught to the 
medical student of today? In pre- 
senting this subject, I would like to 
consider the questions which I would 
ask and in my discussion attempt 
to answer them. To shorten the 
presentation, only typical acute and 
chronic infections of the middle ear 
and mastoid will be considered. 


Have the sulfonamides and the an- 
tibiotics eliminated acute otitis 
media and its complications? 


In the vast majority of cases acute 
otitis media is the result of exten- 
sion of some disease process in the 
nose or throat. The eustachian tube 
presents an avenue for spread of the 
infection into the middle ear. The 
common cold and acute infections of 
the nasopharynx and pharynx, es- 
pecially of the adenoids and tonsils, 
have always been the most frequent 
etiological offenders. Among the 
other diseases frequently accom- 
panied by otitis media are: pneu- 
monia, influenza, sinusitis, and the 
acute infectious diseases such as 
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scarlet fever, pertussis, measles, 
diphtheria, and mumps. Preventa- 
tive medicine, as well as the intro. 
duction of new drugs, has helped to 
eliminate or lessen the severity of 
these infections. Some of these are 
now among the vanishing disease; 
which seldom occur and, when they 
do, are cured or controlled before 
complications develop. Bacteriologi- 
cally purulent otitis media is usually 
due to one of the streptococci, ste 
phylococci, pneumococci, or influ 
enza bacilli. Most of the organisms 
of this group are sensitive to one or 
more of the new drugs. On first 
thought it might appear that otitis 
media is also passing from the scene. 
More careful consideration makes 
one realize that the disease is stil 
frequent and in some instances i 
increasing. Colds, measles, mumps, 
sinusitis, and infection of the ade 
noids and tonsils still occur. Exter 
sion into the middle ear may be: 
complication of any of them. Ai 
travel with its resulting areo-otitis, 
the increasing use of nasal feeding 
and intubation tubes, injuries to th 
ear in traffic accidents, and the pop 
ularization of the swimming pod 
have actually increased the predis 
position to middle ear infection. 


Has the symptomatology ami 
treatment of acute middle ear al 
mastoid infections been changed J 
the introduction of new drugs? 


The symptoms and signs of acl 
otitis media are classical. There! 
usually a history of some precedin 
acute upper respiratory infection fd 
lowed by pain in the ear, fever, le 
kocytosis, and an acutely inflam 
tympanic membrane. In some of i 
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less virulent infections, only catarr- 
hal otitis media develops and the 
drum shows vascular congestion in- 
stead of an acute inflammation. The 
pain is usually worse at night. Most 
untreated cases go on to suppura- 
tion with spontaneous rupture of the 
tympanic membrane, followed by 
purulent drainage. In hypovirulent 
infections, the pathological process 
may resolve with absorption of any 
exudate formed in the middle ear. 
After drainage is established, the di- 
sease may subside or it may extend 
through the aditus ad antrum and 
cause an acute mastoiditis. The 
symptoms of acute infection of the 
mastoid are: fever, pain and tender- 
ness over the mastoid, drainage 
from the tympanum, sagging of the 
posterior-superior canal wall, leuko- 
cytosis, and x-ray evidence of in- 
volvement of the mastoid cells. Men- 
ingitis, labyrinthitis, brain abscess, 
lateral sinus thrombosis, or sub- 
periosteal abscess may occur as a 
complication. 


Before the introduction of sulfa- 
nilamide the treatment of acute oti- 
tis media and its complications con- 
sisted of surgical drainage of the 
middle ear, supportive symptomatic 
treatment, and mastoidectomy when 
this part of temporal bone became 
involved. Early myringotomy offer- 
ed the best prognosis for the infec- 
tion to subside without complica- 
tions. When mastoiditis occurred, a 
simple mastoidectomy was _in- 
dicated. The term simple is a mis- 
nomer as the operation should be 
designated as a complete mastoidec- 
tomy. If the operation was not per- 
formed, one must pray for resolu- 
tion of the infection, suffer the com- 
lications of inner ear or _ intra- 
cranial extension, or expect a 
chronic tympanomastoiditis. As far 
as the surgical procedure is con- 
erned, very few improvements 
ave been made since this opera- 
ion was described by Whiting’ in 
195. The use of electrically driven 
burrs instead of curettes has been 


advocated and Lempert? devised an 
endaural approach to replace the 
post-auricular incision. The removal 
of all infected bone from the mastoid 
was so thoroughly described by Whit- 
ing that it left little for the future 
surgeons to perfect as far as the 
complete mastiodectomy was con- 
cerned. The difficulty has been the 
surgical skill required to remove all 
the pathology and avoid injury to 
the adjacent anatomy. 


Soon after the introduction of sul- 
fanilamide, the miraculous response 
of middle ear infections to this drug 
and its associated compounds was 
observed by numerous clinicians in- 
cluding: Fenton*, Galloway4, Bab- 
cock5, Bowers®, Livingston7, Cun- 
ning and Guerry’, and Rubin and 
associates, It was found that sul- 
fonamides would cure a large per- 
centage of these infections and their 
complications, if the organism was 
sensitive and the drug was given 
in adequate amounts. The adminis- 
tration of these drugs causes a 
quiescence of the clinical signs, giv- 
ing the impression that the infec- 
tion has completely subsided. May- 
baum and associates!9, Fenton®, 
Bowers®, Conversel2, Lillie1%, Ko- 
petsky!4, Scal!1, Babcock®, and 
Maxwell15, observed that the fa- 
miliar signs and symptoms of acute 
otitis media and mastoiditis are 
changed by chemotherapy. Many of 
the infections were still present aft- 
er the clinical signs had subsided. 
When penicillin became available, 
its beneficial effect on ear infections 
was observed by many including: 
Struble16, Karatay'7, and Putney!§. 
This drug was found to be more ef- 
fective than the sulfonamide com- 
pounds. Pulaski and Matthews!®, 
and Hold and Snell? reported the 
beneficial response of otitic infec- 
tions to streptomycin therapy. More 
recently the newer drugs of the my- 
cin group including: aureomycin, 
chloromycetin, and terramycin, have 
been found to be equally effective 
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in ear infections. It has been ob- 
served that all of these drugs lessen 
the severity of acute otitis media 
and its complications, and will ef- 
fect a cure in the majority of cases 
if the therapy is adequate. The 
masking of symptoms by chemo- 
therapy has been reported by Gil- 
more?! and Coleman22 , and later I?8 
reported similar observations in 
treating acute otitic infections with 
penicillin. 


Most clinicians agree that treat- 
ment by either chemotherapy or the 
antibiotics alters the classical signs 
and symptoms of acute otitis media 
and mastoiditis. All of these drugs 
cause a quiescence of the infectious 
process with a reduction of the se- 
verity of symptoms. The elevation of 
temperature is retarded and the pain 
is not as severe. The tympanic 
membrane is not red and bulging as 
in untreated cases, but often appears 
dull and thickened, with hyperemia 
of the vessels along the handle of 
the malleus. The drum is more char- 
acteristic of catarrhal otitis media. 
When perforation occurs, or myrin- 
gotomy is necessary, the amount of 
drainage is variable. It may be scant 
or moderate, and is often sterile on 
bacteriological examination. After 
all clinical symptoms have subsided 
and the drug has been discontinued, 
the drainage, pain and fever may 
recur. Recurrence of pain and fever 
is more frequent than aural dis- 
charge. Some few organisms are re- 
sistant to all these drugs and such 
cases usually have pain and profuse 
drainage. 


The symptoms of acute mastoiditis 
are even more masked than those 
of otitis media. Pain and tenderness 
over the mastoid along with sagging 
of the posterior superior canal wall 
is seldom encountered. Leukocytosis 
is often slight or may be absent, as 


all of these drugs reduce the 
virulence of the infection and the 
sulfonamide compounds tend to de- 


crease the white cells. X-ray eyj. 
dence of mastoiditis persists long 
after the clinical symptoms have 
subsided. It is possible that some 
failures in treatment have been dye 
to discontinuing the drug before the 
roentgenologic changes have return. 
ed to normal. The characteristic 
symptoms of complications such as 
lateral sinus thrombosis, meningi- 
tis, and labyrinthitis, are also altered 
but fortunately these complications 
are very rare today. Positive blood 
cultures are very infrequent. It must 
be remembered that patients may 
become allergic to any of these drugs 
and develop a marked pyrexia be. 
fore other allergic symptoms have 
become apparent. 


Since the advent of chemotherapy 
and the antibiotics, there has devel. 
oped in the medical profession a 
somewhat dangerous sense of se 
curity so far as ear infections are 
concerned. Many physicians have 
advocated treating acute otitis media 
by chemotherapy or antibiotics with 
out performing a myringotomy. The 
idea that an acutely inflamed drum 
need not be opened is unsound and 
has been responsible for complicz 
tions that could have been avoided 
When acute otitis media develops, 
better results can be obtained by: 
myringotomy followed by one @ 
these drugs. There is much les 
chance of the organism becomin! 
resistant to therapy when adequatt 
drainage is present and less medice- 
tion is required to effect a cure. Le¢ 
erer?4 states that many physician 
indiscriminately and fearlessly dos 
their patients without having estab 
lished a diagnosis, and he accust 
us of being gadgeteers of medicin 
because we administer these drug 
in numerous methods which will nm 
afford an adequate blood level. 
entifically, a bacteriological diagn 
sis should be established before ¢ 
ther chemotherapy or antibiotics a! 
started. From a practical sté 
point, this often is not possibl 
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Treatment should be continued for 
two or three days after all clinical 
signs have subsided, and should be 
reinstituted if the symptoms recur. 


Acute mastoiditis will respond to 
either type of drug if the infection 
is st:\ll in the phlegmonous stage, but 
once it has progressed to the coales- 
cent form with bone destruction they 
offe: little chance of a permanent 
cure. If the mastoid cells are broken 
dow:: and walled off pus is present, 
surgery is indicated. A complete 
masioidectomy with removal of all 
the infected bone should be perform- 
ed. Either the postauricular ap- 
proach or the Lempert? endaural 
technique may be employed; how- 
ever, it seems that the postauricular 
operation is still preferable for this 
type of infection. After all infection 
is removed by surgery, it should be 
followed by chemotherapy or better 
by one of the antibiotics. Since using 
antibiotics after surgery, it has been 
possible to close the postauricular 
incision without drainage, and the 
postoperative fistula has disappear- 


ed. The local use of these drugs in 
the mastoid cavity has been tried, 
but it was found not to give as good 
results as when an adequate blood 
level is maintained by oral or par- 
enteral administration; and in some 


instances it caused complications. 
Although the number of patients 
requiring surgery for acute mastoid- 
itis has been very markedly re- 
duced, neglect or drug resistance are 
still responsible for a few cases. 


Has chronic middle ear and mas- 
toid infection been changed by these 
new drugs? 


Chronic infection of the middle ear 
or mastoid is the sequela of an un- 
successfully treated acute infection. 
When chronic suppuration develops 
in the tympanic cavity, there is 
always extension into the mastoid 
antrum. If the infection occurs in 
early life, pneumatization is arrest- 
ed and a sclerotic mastoid develops. 
If the mastoid is developed, then 
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chronic infection is present through- 
out the bone. There is always a per- 
foration of the tympanic membrane 
when chronic otitis media is present. 
The gravity of the infection may be 
judged by the location of the 
perforation. The inflammatory pro- 
cess may finally subside with cessa- 
tion of drainage and formation of 
scar tissue adhesions. This is more 
likely to occur when the perforation 
is in the inferior part of the drum 
than when it is in Shrapnell’s mem- 
brane. Serious complications are in- 
frequent in inferior quadrant or 
large central perforations. When in- 
fection is present the tympanum and 
mastoid cavity may be filled with 
pus or granulations, and in some by 
a cholesteatoma. This is nature’s at- 
tempt to line the cavity with epi- 
thelium from the margin of the per- 
foration. A fetid otorrhea is usually 
present. Some impairment of hear- 
ing is present in chronic otitis 
media. The infection may remain 
quiescent with a perforation present 
and recurring aural drainage. An 
acute exacerbation of the infection 
may occur with extension into the 
inner ear, facial nerve, lateral sinus 
or cranium. 


In the era before sulfanilamide, 
treatment of chronic tympano-mas- 
toiditis consisted of local treatment 
of the ear, symptomatic therapy and 
surgery. Various drops such as boric 
acid in alcohol and powders such as 
Sulzberger’s (iodine and boric acid) 
have been advocated. This type of 
treatment helped to keep the ear 
clean and dry, but the number of 
cures was minimal. If the granula- 
tions and drainage could not be con- 
trolled, or complications occurred, 
surgery was indicated. The complete 
mastoidectomy was not suitable for 
this type of pathology. The radical 
mastoidectomy was the operation of 
choice. The procedure consists of 
cleaning out the mastoid and middle 
ear (except for the stapes), and re- 
moval of the posterior-superior canal 
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wall, converting the mastoid and 
tympanum into one caivty. Remov- 
ing the tympanic membrane and the 
lever mechanism of the ossicles al- 
ways gave about a 20 decibel drop 
in hearing, however in most cases 
requiring operation the hearing was 
already below the serviceable level. 
When the perforation was in Shrap- 
nell’s membrane and the hearing 
was good, a modified radical mas- 
toidectomy could be employed. The 
procedure consisted of cleaning out 
the mastoid cavity and removing the 
posterior-superior canal wall but 
leaving intact the tympanic mem- 
brane and ossicles. This operation 
removed the pathology but con- 
served the hearing present. When 
sulfonamides and antibiotics were 
found to be effective in acute infec- 
tions they were tried for the chronic 
cases. Some of the early obser- 
vations with sulfonamides, as Law- 
son’s25, were promising, but as 
more experience was gained it was 
found that these drugs were useful 
in controlling acute exacerbations 
but had little effect on the chronic 
infection. In cases with cholesteato- 
ma the results were very disappoint- 
ing. Later Krauss*° reported simi- 
lar observations with penicillin. The 
other antibiotics have not proven 
satisfactory for these chronic infec- 
tions. Brown and Owen" have used 
glycerite of hydrogen peroxide local- 
ly with beneficial results, and Un- 
ger28 has reported good results from 
using deep lavage, aeration, and ap- 
plication of gold foil membrane 
bearing scarlet red ointment. If 
chronic tympano-mastoiditis fails to 
respond to a combination of local 
treatment and chemotherapy or an- 
tibiotics, then a radical or modified 
radical mastoidectomy is indicated. 


Although very little has been add- 
ed to the complete mastoidectomy, 
remarkable advancement has been 
made in the radical procedures. 
Lempert’s?® work on the fenestra- 
tion operation has popularized the 
endaural approach, removal of path- 
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ology with electrically driven burrs, 
good illumination and the use of 
magnification in working in the mmid- 
dle ear. All of these additions have 
helped perfect the radical mastoidec. 
tomy. The endaural operation gives 
better exposure of the tympanum 
and mastoid antrum where the ma- 
jority of the pathology occurs. The 
use of magnification has eliminated 
many of the hazards such as injury 
to the facial nerve and incomplete 
removal of pathology from the tym- 
panic cavity. All mastoid surgery 
can be performed through the en- 
daural approach, however it might 
be difficult to expose retro-sinus 
cells in a well developed mastoid. 
Many surgeons still use the post- 
auricular approach with equally 
good results. The use of chemother- 
apy and especially the antibiotics in 
post-operative treatment has _ re. 
duced the incidence of complications 
and hastened healing. Post-operative 
treatment should be continued until 
epithelization of the cavity is com- 
plete. The use of these new drugs 
has greatly reduced the length of 
this treatment. Skin grafting of the 
mastoid cavity has also been em- 
ployed to hasten healing. Regardless 
of the approach used, any person 
who has had a radical mastoidec- 
tomy has a surgical defect for the 
remainder of his life. After healing 
is complete, it is necessary to clean 
the cavity at intervals to remove 
epithelial debris and avoid secon¢- 
ary infection. These operations are 
performed to remove pathology and 
not to improve hearing. If a bila 
teral operation is required, a hear- 
ing aid or a Pohlman®? artificial ear 
drum may be necessary to rehabili- 
tate the individual’s hearing. Chemo 
therapy and antibiotics are effective 
in curing most acute ear infections, 
but in chronic tympano-mastoiditis 
surgery is usually necessary to elim 
nate the pathology. 
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Conclusions 


1. The introduction of chemother- 
apy and antibiotics has so changed 
our conception of acute and chronic 
infections of the middle ear and mas- 
toid that we should reconsider ex- 
actly how it has changed the symp- 
tomatology and treatment of these 
infections. 

2. Preventative medicine and the 
introduction of new drugs has re- 
duced the incidence of acute otitis 
media and mastoiditis, but the di- 
sease still occurs and in a few in- 
stances the predisposition to this in- 
fection has increased. 

3. Before the introduction of sul- 
fanilamide the signs and symptoms 
of acute otitis media and mastoidi- 
tis were classical and the treatment 
consisted of surgical drainage of the 
tympanum, symptomatic therapy, 
and surgery for the mastoid compli- 
cations. 


4. After the advent of sulfanila- 
mide it was observed that acute oti- 


tic infections responded favorably to 
the sulfonamide compounds. 


5. Later the antibiotics were found 


to give better results than the sul- 
fonamides. 


6. Both chemotherapy and the anti- 
biotics were observed to mask the 
symptoms of acute otitis media and 
mastoiditis. 


7. As long as infections of the mas- 
toid remain in the phlegmonous 
state, response to both of these drugs 
is satisfactory, but when the bone 
destruction occurs, the chance of 
cure is greatly reduced and surgery 
is usually necessary. 


8. In the past, the treatment of 
chronic tympano-mastoditis was lo- 
cal treatment of the ear or sur- 
gery. 


9. Sulfonamides and antibiotics 
were found to aid in controlling acute 
exacerbations of chronic infections, 
but offered little chance of a per- 
manent cure. 


10. When symptoms of chronic 
tympano-mastoiditis persist, the ra- 
dical mastoidectomy is the treat- 
ment of choice. 


(Editorial note: references identified upon request) 


Myths, Misconceptions and Mismanagement 
of Salivary Tumors 


C. E. NELSON, M.D. 
PAUL H. DEEB, M.D. 


The Departments of Surgery and Radiology, White Memorial Hospital 
College of Medical Evangelists, Los Angeles, California 


The fog is slowly being lifted as 
to the true nature and importance 
of salivary tumors. Parotid tumors 
in particular have been the bogey 
of head and neck tumors. Because 
of their slow growth some have 
taken them very lightly while others 
with fear and trembling have left 
them alone for fear that any attack 
upon them would mean either facial 

or certain recurrence. 


Since the benign mixed tumor has 
been the tumor usually thought of 
when tumor in the parotid gland oc- 
curs, the frequency of malignancy 
has often been overlooked. We feel 
that there are several basic causes 
for these difficulties and the pur- 
pose of this paper is to describe 
fundamental principles in manage- 
ment of these lesions as well as dis- 
cussing misconcpetions of the prob- 
lem in the past. 
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In the embryonic life the parotid 
gland has its origin in the oral 
cavity. It begins as a bud and grows 
toward the ear situated external to 
the facial nerve. At the point where 
the facial nerve divides into its two 
main divisions, the temporal-facial 
and the cervical-facial, the parotid 
gland butts downward in between 
these two filaments and behind the 
mandible where a smaller deep lobe 
is formed. The portion connecting 
deep lobe and main gland is called 
the isthmus, the external lobe being 
the larger and the internal lobe vary- 
ing considerably in size but much 
smaller than the external lobe. Thus 
it would be seen that the facial nerve 
does not actually go through the sub- 
stance of the parotid gland as has 
been taught in all textbooks of 
anatomy, but the gland develops 
around the nerve, frequently en- 
veloping lobe fibers. By careful dis- 
section but with small hemostatic 
forceps, the lobules can be dissected 
around the nerve, making a total 
parotidectomy possible without sac- 
rificing the facial nerve. Anson and 
his co-workers! have _ contributed 
valuable information regarding the 
relationship of the parotid gland to 
the facial nerve. 


Nearly three-fourths of all salivary 
tumors are located in the parotid 


gland. The remaining one-fourth 
are situated in the sublingual, sub- 
maxillary glands or in aberrant sali- 
vary tissue or minor salivary glands 
widely dispersed throughout the oral 
cavity. The high incidence of malig- 
nant change in these salivary tumors 
has been little appreciated in the 
past by physicians or patients. It 
is usually reported that about twenty 
per cent of all tumors of the parotid 
gland are malignant although in a 
recent survey we found that the in- 
cidence reached as high as fifty per 
cent?. In as much as the mixed 
tumor is the most common benign 
tumor of the parotid gland, and be- 
cause of its slow growth, some au- 
thorities*? recommended the attitude 
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of leaving them alone. Others, be- 
cause of the false conception of it 
being an encapsulated tumor have 
attempted to enucleate it which al- 
most always resulted in recurrence, 
The soft consistency or cystic na- 
ture of certain of these tumors has 
led some to feel that they were be- 
nign cystic lesions whereas in fact 
many of them are malignant, or 
should be treated as such. About 
five per cent of parotid tumors are 
of benign lymphocytic type. We shall 
not in this discussion attempt to go 
into the pathology of these tumors 
as that subject has been amply cov- 
ered by others. 


Other errors in the management 
of parotid tumors have been the poor 
follow-up studies, so that recur- 
rences were not recognized by the 
physician or the patient. Another 
factor has been the fairly frequent 
history of a cycle of swelling fol- 
lowed by considerable regression, 
causing the impression that the le 
sions were of inflammatory nature. 
Pain is an infrequent symptom of 
parotid tumors excepting in the ad- 
vanced malignancies. Chronic paro- 
titis at times constitutes a difficult 
problem in both diagnosis and man- 
agement. History of recent origin as 
sociated with pain, low-grade rise 
in temperature, possible response to 
anti-biotics as well as the value of 
roentgenray examination helps to 
make a diagnosis. Roentgen exami- 
nations of the parotid gland should 
be by both the oblique views and the 
AP projections as well as lateral 
projections. The use of several 
angles is of value in case a stone 
is present and would assist in its 
location. Where inflammatory lesion 
or abscess is suspected, aspiration 
of contents often will show the pres 
ence of pus. Or if a stone should 
be present, placing needles at vari- 
ous angles will help to localize the 
stone and thus assist in its removal 
The value of the use of opaque oil 
study in the parotid gland has been 
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little appreciated. The use of lipio- 
dol in a properly anesthetized Sten- 
sen’s duct orifice is of only mild 
discomfort to the patient when per- 
formed by experienced individuals. 
There is some discomfort as the duct 
and its branches are distended by 
pressure on the syringe. However, 
these sialograms are of value in dif- 
ferentiating the chronic infectious 
changes which produce irregularity 
of the gland structure deformity of 
the branches when visualized on the 
films. Should a cyst or tumor be 
present, the displacement of the duct 
system is often seen, and while diag- 
nosis of malignancy is not well 
made, the actual distribution of the 
salivary duct radicles and their lo- 
cations is of value to the surgeon 
who may perform the operation 
later. Of course, it is noted that these 
examinations are adjuncts to a 
thorough examination and history. 
The authors have been impressed 
with the frequency with which these 
tumors have been confused with se- 
bacious tumors. Several of our pa- 
tients give a history of having been 
operated upon in the doctor’s office 
for what was thought to have been 
removal of a sebacious cyst. 


Carcinoma of the parotid gland 
can occur at any age and while it 
is more common in the over-forty 
age group, we have several cases 
in the twenties and the youngest was 
sixteen years of age. One patient 
under observation had not reached 
her twentieth birthday but adeno- 
carcinoma of the parotid gland 
proven by biopsy shows metastasis 
in both lungs on the x-ray film. 


In rapidly growing tumors and in 
definitely proven malignancy, x-ray 
of bones should be carried out as 
they not infrequently metastasize to 
bone. As a precautionary measure, 
an x-ray of the chest should be a 
routine procedure. 


It should be constantly kept in 
mind that the parotid gland is a fre- 
quent site of metastasis for tumors 
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of skin and face and head and neck 
region. Lymphosarcoma frequently 
involves the parotid gland as well 
as other neck structures. In one case 
under the observation, Mikulicz’s tu- 
mor involved the parotid gland. 


Melanoma may primarily or may 
secondarily involve the parotid 
gland. One of our patients with a 
tumor of the parotid gland of seven 
years duration proved to be a me- 
lanoma without a definite primary 
site elsewhere. 


Once the diagnosis of parotid tu- 
mor has been made we feel that its 
surgical removal is definitely indi- 
cated. If the tumor is known to be 
malignant, no attempt should be 
made to save the facial nerve, but 
should have total parotidectomy to- 
gether with a radical neck resection. 
In tumors showing no definite signs 
of malignancy, if they are located in 
the peripheral area of the gland on 
the external lobe, they may be re- 
moved locally together with a liberal 
portion of parotid tissue on either 
side or an external lobectomy may 
be performed. If the tumor is ex- 
ternal behind the mandible, a total 
parotidectomy is indicated. In the 
recurring mixed tumors there is 
danger of developing carcinoma, 
hence the first attack should include 
a wide removal of all tissue. No at- 
tempt at ‘“‘enucleation”’ or ‘‘shelling 
out’’ should be done, in as much as 
this results in incomplete surgery 
and thus paves the way for failure 
of surgery and recurrence. These 
tumors do not have a true capsule 
but are surrounded by condensed 
parotid tissue and may have tumor 
tissue in this capsule-like condensed 
tissue substance. 


Mixed parotid tumors are notor 
iously resistent to radiation therapy, 
however there are malignant tumors 
with cell structures that will re- 
spond, and where surgery is not pos- 
sible, radiation should be used. 
Lymphocytic and Warthin’s tumors 
are radiosensitive, and in these se- 
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lected cases a thorough course of 
radiation will produce good results. 
Comments & Conclusions 


1. Any chronic swelling of the 
parotid gland calls for a careful 
search as to the nature and cause, 
and if a patient does not respond well 
to antibiotics as well as local ap- 
plications of heat and medication of 
the area, additional studies such as 
x-ray of the area, x-ray of the chest, 
and possible special opaque media 
studies would be indicated. 

2. The differential diagnosis of the 
parotid swellings include the chronic 
inflammatory, the chronic granulo- 
matous lesions, multiple benign cysts 
and adenomatous changes as well 
as neurofibroma, malignant changes 
of adenocarcinoma and squamous 
carcinoma and connective tissue 
malignancies such as lymphosarco- 
ma. The simple diagnosis of mixed 
tumor has often been a poor camou- 
flage of the exact nature of parotid 
tumors. 

3. The management should include 
thorough surgical procedure once the 
diagnosis of tumor has been made. 
The facial nerve may be protected 
with careful knowledge of the anato- 
my and thorough surgical procedure 
dissecting this nerve out if the lesion 
is benign. However, the justification 
of sacrifice of a facial nerve may 
be made if the nature of malignancy 
is proven by pathological study. 

4. Careful follow-up following sur- 


gical procedure including periodic 
roentgen examination of the chest 
is indicated. 


5. Any minimal procedure such as 
‘shelling out’’ the tumor as a minor 
surgical procedure is to be thorough- 
ly condemned. 


6. The fallacy that most of these 
lesions are innocent should be cor- 
rected. 


7. A closer cooperation between the 
referring physician, the pathologist 
and the surgeon should be made in 
view of the fact that this lesion is 
difficult to diagnose and has been a 
source of confusion and poor man- 
agement in past years. 


8. Consider the possibility of par- 
otid tumor in the under-age group. 


9. Mere palpation and clinical ob- 
servation of any swelling of the neck 
is insufficient diagnostic procedure 
and repeated observations of suspi- 
cious swellings should be made at 
the physician’s office until the lesion 
disappears. 
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SIDE-GLANCES at HISTORY OF MEDICINE 
OSTEITIS FIBROSA CYSTICA 


was first described by F. D. von Reckinghausen. Die fibroese oder 
deformierende Osteitis, die Osteomalacie und die osteoplastische 
Carcinose in ihren gegenseitigen Beziehungen. Festschrift Rudolf 
Virchow, Berlin 1891, pp. 1-89. Fifty two years later the first removal 
of a parathyroid tumor was performed, found in relation to the 
disease, with good results, by F. Mandl. Therapeutischer Versuch 
bei osteitis fibrosa generalisata mittels Extirpation eines Epithel- 
koerperchens. Wien. klin. Wchnschr. 38:1343, 1925. 
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The Treatment of Acne 


EVERETT C. FOX, M.D. 


From the Department of Dermatology and Syphilology, Southwestern 
Medical School of the University of Texas, Dallas, Texas 


Acne Vulgaris is not an insignifi- 
cant or negligible disease.1 It will 
in a few cases, leave disfigurement, 
as a result of pitting and scarring. 
The only way to prevent disfigure- 
ment is adequate treatment of the 
acne process at its inception. Acne 
often produces feelings of inferiority 
with psychologic and emotional 
damage which may be permanent. 
Acne is a disease not to be taken 
lightly, and it is the physician’s duty 
to prescribe and direct the most ef- 
fective treatment available. 

Acne is primarily a physiologic 
overactivity of the pilosebaceous 
system which is manifest as an over- 
secretion of sebum by the oil glands 
with follicular cornification and 
plugging, seen predominately in ado- 
lescence. 

The primary lesion of acne vul- 
garis is the comedone associated 
with the follicular hyperkeratosis. 
The inflammatory papule may pro- 
ceed to a pustular lesion, a deep 
nodule or a cystic lesion with resul- 
tant scarring. Infection plays a very 
litle part in the development of 
acne, and that only secondarily. The 
bacerial flora of the skin in patients 
with acne is the same as that of 
the skin in patients without acne 
and in similar numbers. 

The clinical variations of the di- 
sease represent individual reactions 
to the basic cause and may be 
changed or aggravated by many fac- 
tors. Heredity, glandular activity of 
puberty, endocrine’ disturbances, 
shift in androgen-estrogen ratio, in- 
tercurrent and _ focal _ infections, 
parasympathetic nervous hyperac- 
tivity, anemia, use of iodides or bro- 
mides, disturbance of water balance, 
digestive and intestinal dysfunctions 


and especially excessive fat inges- 
tion may be of etiologic significance. 


Hormonal agents account for the 
growth of the pubic and axillary 
hair, the growth of lanugo hairs, 
the development of apocrine glands, 
the stimuli to the pilosebaceous 
structures and the appearance of 
acne. Bloch observed the relation- 
ship between the occurence of come- 
dones, papules, pustules and the ap- 
pearance of such secondary sexual 
characteristics as axillary and pubic 
hair and puberty. He found that sixty 
per cent of girls and seventy per 
cent of boys had some degree of 
acne between the ages of six and 
eighteen years and that by the eigh- 
teenth year more than ninety per- 
cent were affected. The severe 
cases were more frequent among 
boys. 


Recent observation of the develop- 
ment of acne following the adminis- 
tration of ACTH and Cortisone have 
further emphasized the importance 
of the steroid hormones. Hamilton 
showed that eunuchoid individuals 
do not develop acne vulgaris. 


At present time there is no doubt 
that’ estrogenic substances are of 
benefit in many cases of acne vul- 
garis in females. The dose of estro- 
gens must be adjusted _indi- 
vidually.2 There is no regularity 
of response and estrogens may even 
aggravate some cases of acne. Many 
cases of acne improve during preg- 
nancy. 


There is a relationship between 
hormones and Vitamin A, both are 
of value in acne and large doses 
of Vitamin A have been useful in 
premenstrual tension and mastody- 
nia. 
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The sulfonamides and antibiotics 
are frequently useful agents in the 
control of pustular, nodular and cys- 
tic cases of acne. Sulfadiazine, sul- 
fapyridine, aureomycin or terramy- 
cin cured many cases of severe nod- 
ular and cystic acne in Andrews’ 
series, without other measures.® 

Treatment must be varied depend- 
ing on the many factors mentioned. 
A detailed history of occurence, ex- 
acerbation, relation to foods, infec- 
tions, rest and to menses is useful 
in selection of appropriate therapy. 

The treatment of acne vulgaris 
was recently reviewed by Sulzberger 
and Baer? and as this review in- 
dicates, the modern therapeutic ap- 
proach must be selected and fitted 
to the individual patient. The forma- 
tion of comedones must be counter- 
acted and the removal of follicu‘ar 
plugs facilitated by local cleansing 
with soap and water and the appli- 
cation of drying and peeling local 
measures adjusted to the individual 
patient’s skin. The excretion of se- 
bum, irritants and allergens must 
be controlled by diet and elimina- 
tion of culpable drugs and by the 
removal of foci of infection. The 
secondary infections may be com- 
bated by local and systemic chemo- 
therapy, antibiotics and antiseptics. 
The cystic and chronic lesions are 
aided by evacuation, drainage, hot 
compresses and local antiseptics. 
The overactivity of the sebaceous 
glands, the follicular plugging due 
to faulty keratinization must be im- 
proved by the use of Vitamin A, 
irradiation by roentgen rays and ul- 
traviolet rays, scrubbing, peeling 
and drying local applications and 
by the administration of arsenicals 
and hormones in severe cases. 

The most important therapeutic 
measure is frequent cleansing with 
a non-greasy detergent. Avoidance 
of all fatty and greasy applications 
and elimination of greasy foods from 
the diet are important general meas- 
ures. 


i; 


2. 


._.A_ low 


. Thyroid for 
. Tuberculin, 


. The 


. Estrogens, 


The routine treatment includes: 
Soap and water cleansing two o 
three times daily. 
Supplementary cleansing of the 
skin with Alcohol or Alcoholic 
Astringents will reduce the nun. 
ber of comedones and the amoun 
of infection. 


. Careful removal of comedone; 


and evacuation of cystic and pus 
tular lesions. 


. Use of resorcinal and/or sulphy 


lotion or paste at night. 

a. Resorcinol 2-5%, Salicylic acid 
2-5% in Alcohol 70%. 

b. Resorcinol, Sulphur each 2-5%. 
zinc oxide, Talc, glycerine a 
25.0, alcohol 70%, camphor wa. 
ter aa qs. 120. 

c. Many preparations of Sulphu, 
resorcinol combinations of lo 
tions, creams and pastes. 
Acnomel, Sulfo-lac, Dermasulf, 
Intraderm Sulphur, Sulforcin lo 
tion, Cream or Base. 

fat diet (eliminate 

chocolate, iodides, bromides) 


. Weekly shampoo 


Special measures in addition t 
above routine for severe cases. 


. Vitamin A, 50,000 units one t 


three times daily (Aqueous) 
lipoid dysfunction. 
(Sutton) 

intradermally. (Va 
Studdiford) 

Sulfonamides, Antibiotic 
(Andrews) and Arsenic in sever 
nodular and cystic acne. 
diethylstilbestral 05 
mgm or Natural estrogen 0.6% 
mgm. daily, when other measure 
are ineffective for the female pe 
tient over seventeen years of ag 
(Way, Andrews, Sulzberger) 


. Roentgen therapy, 50 to 75 r. onct 


weekly for not more than ten 
twelve treatments for cases of s 
vere disease with deep papule 
pustules and cystic lesions wht 
there is unsatisfactory respon 
to other measures, but preferabl) 
not until patient is 17. 


(Editorial note: references identified upon request) 
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Trigger Fingers and Thumbs 


E. E. SPRECHER, M.D. 


Seattle, Washington 


The term Trigger Finger is usually 
applied to a condition of the fingers 
which causes snapping when the 
finger is extended or flexed. Motion 
of the proximal interphalangeal 
joint is the joint which produces the 
symptoms more readily. If the fin- 
ger is in the extended position, the 
joint can be flexed about 45 degrees; 
a snapping and jerking then occurs 
before further flexion is possible. 
After this the joint can be freely 
put through a complete range of 
motion. With the joint in the flexed 
position, it can be freely extended 
to about 135 degrees. The snapping 
then occurs and the rest of the range 
of motion is free. A small mass is 
palpable in the palmar surface of 
the hand at about the level of the 
distal flexor crease of the palm. 
When the involved finger is moved, 
the mass moves with the tendon. 
Very little pain is associated with 
this condition, although there is some 
tenderness to palpation over the 
mass. If the condition becomes 
severe enough the finger is locked. 
From the flexed position, motion is 
free to about 135 degrees, and no 
further extension is then possible. 
The ring finger is more commonly 
involved. It may however, be in oth- 
er fingers and very rarely occurs in 


more than one finger of the same 
hand. 


This condition is caused by a no- 
dule on the flexor tendon sliding 
back and forth through a constrict- 
ed portion of the tendon sheath. The 
tendon sheaths are reinforced just 
proximal to the heads of the meta- 
carpal bones by a cruciate ligament. 
This ligament is attached to the 
metacarpal neck and acts as a pul- 
ley to prevent the tendon from span- 
hing across the joint when in a flex- 
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ed position. In Trigger Fingers, this 
pulley becomes excessively thick 
and is contracted to constrict the ten- 
don sheath. There is a fusiform en- 
largement of the tendon. The gross 
appearance of the nodule is not dif- 
ferent than that of normal tendon 
tissue. Microscopic examination of 
the nodule reveals only tendon tissue 
involved with a traumatic inflamma- 
tion. The condition is usually brought 
about by repeated minor trauma, 
and is seen commonly in individuals 
working with hand tools, which re- 
quire considerable force to operate. 
It may also be seen in invididuals 
in which there is no history of un- 
due irritation of the area. Conser- 
vative treatment consists of immo- 
bilization of the finger. By prevent- 
ing the nodule from slipping back 
and forth through the constricted 
area in the sheath: the inflammation 
subsides and it slides through the 
pulley more freely. Quite often on 
immobilization the symptoms sub- 
side but the nodule will still be pal- 
pable. The condition usually recurs 
with the slightest irritation of the 
area’ and frequently recurs without 
any excessive use of the hand. 


Usually surgery must be resorted 
to, to alleviate the condition. A 
transverse incision is made in the 
distal flexion crease of the palm 
across the involved metacarpal. Aft- 
er incising the skin, dissection is 
carried out longitudinal to the meta- 
carpal to avoid the risk of injuring 
any nerves or vessels. The tendon 
sheath is exposed and incised along 
one side until the nodule can slide 
freely in the tendon sheath. The 
sheath should be incised near the 
bone so that if any scarring occurs 
with healing, it will be away from 
the point of maximum friction. The 
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nodule is left intact and the wound 
closed by suturing the skin only. 
Postoperative immobilization is us- 
ually not necessary. This operation 
produces good results and if done 
properly there should be no loss 
of function or residual discomfort. 


Infants develop this condition in 
their thumbs. The same snapping 
is present on motion of the inter- 
phalangeal joint. The nodule is on 
the flexor pollicus longus tendon. 
Since this tendon inserts on the dis- 
tal phalanx, the snapping is caused 
by flexion on extention of the inter- 
phalangeal joint. The metacarpal 
phalangeal joint is not involved. If 
the condition is severe the thumb 
may be locked, complete extention 
not being possible. Many infants 
have their thumbs in a flexed posi- 
tion when they are first seen. The 
parents give no history of noticing 
any abnormality until the locking oc- 
curs. In a series of twleve cases 


four patients demonstrated locking 
at the first examination after birth. 
Since the flexor muscles are strong- 


er than the extensors they are able 
to pull the nodule through the con- 
stricted area of the sheath when 
the extensors are no longer able to 
do so. The distal joint can be freely 
extended to about 150 degrees, but 
not beyond this. Sometimes the 
nodule can be pulled through the 
constriction passively when it can 
no longer be done actively. Because 
this condition limits extension of the 
distal joint, it should be recognized, 
to prevent unnecessary surgery from 
being done on this joint, which I 
have seen done. Occasionally a child 
may be seen with bilateral snapping 
thumbs and some have been seen 
with a snapping thumb in one hand 
and a palpable nodule in the tendon 


in the other thumb which produces 
no symptoms. 

The condition differs in no Way 
either grossly or microscopically 
from snapping fingers. The cause 
of snapping fingers is accepted ty 
be traumatic and it is my opinion 
that even though this occurs in jp. 
fants it is on a traumatic basis 
There is nothing in the development 
of the embryo which would cause 
a congenital nodule on the tendon 
and there has never been any evi. 
dence of any infection in any of 
these cases. 

Infants consistently maintain their 
hand with a closed fist, the thumb 
sharply fixed and the fingers closed 
tightly over the thumb. I feel that 
this continual marked flexion causes 
a kink of the tendon over the pulley, 
which first causes edema of the ten- 
don, and finally the inflammation a 
nodule. In infants, conservative 
treatment is never effective. Surgery 
consists of incision of the sheath as 
in Trigger Fingers. The incision is 
made transversely across the base 
of the thumb about % of an ind 
proximal to the proximal flexor 
crease. There is practically no sub 
cutaneous tissue directly in the flexor 
crease and if the incision is in the 
crease the resulting scar is more 
adherent. At this level, the nerve 
to the lateral side of the thumb is 
directly over the mid-portion of the 
flexor surface. The incision should 
be to one side or the other of the 
nerve, preferably to the lateral side. 
Care should be taken to avoid sever: 
ing it. The sheath is again split 
along one side as near the bone a 
possible and nodule left intact, an 
the wound closed by suturing the 
skin only. An excellent result with 
out recurrence is to be expected. 


Clinical Medicin 


<_< 


mm “ama «e.e=enes es «4. eo «2 63 «ft = =F ss so 





Coxsackie Viruses in Human Disease 


EDWARD C. CURNEN, M.D. 


Associate Professor of Pediatrics and Preventive Medicine, 
Yale University School of Medicine, New Haven, Connecticut 


The Coxsackie viruses constitute a 
group of recently discovered filtra- 
ble agents with unusual biological 
properties which appear to be im- 
portant as a cause of human disease. 
Viruses of this group were first iso- 
lated from patients with illnesses re- 
sembling poliomyelitis.1-+ The term 
“Coxsackie’’ is derived from the 
name of the town in New York State 
where strains were first encountered 
by Dalldorf and Sickles.1 Like the 
poliomyelitis viruses these agents 
have been recovered from human 
feees and pharyngeal swabbings as 
well as from sewage and flies. Ex- 
perimental infections induced by 
them differ, however, both in respect 
to host range and characteristics of 
disease from those caused by polio- 
myelitis viruses.1-3 5. 6 TlInesses at- 
tributable to Coxsackie viruses have 
resembled non-paralytic poliomye- 
litis, epidemic myalgia or pleuro- 
dynia (Bornholm disease), herpan- 
gina ,and other acute, self-limited 
febrile maladies with or without 
distinctive features.4, 7-12 


EXPERIMENTAL 
Viruses of the Coxsackie group are 
peculiarly pathogenic for unweaned 
mice and hamsters in which they 
cause fatal disease frequently with 
paralysis.1-3. 5,6 In these animals 
susceptibility to infection diminishes 
rapidly after the first few days of 
life. These viruses have been found 
to induce in newborn mice degenera- 
tive lesions of skeletal muscle. In 
mice infected by certain strains, 
focal necrosis of the myocardium, 
Seneralized fat necrosis, enceph- 
alitis, and pancreatitis have also 


been observed.®: & 13,14 The Cox- 
sackie viruses do not induce in 
monkeys paralysis and lesions typi- 
cal of poliomyelitis. Information is 
lacking concerning the pathology of 
infection caused by Coxsackie virus- 
es in man. 

Viruses of the Coxsackie group 
are among the smallest known. They 
are unusually stable and are resist- 
ant to ether, penicillin, streptomy- 
cin, and chloramphenicol.® Viral 
activity is maintained at room tem- 
perature for many days. Like polio- 
myelitis viruses these agents with- 
stand exposure to a wide range of 
pH.15 

At least ten different immunologic 
types of Coxsackie virus are known 
to exist, and it seems probable that 
additional types will be encountered. 
Coxsackie viruses appear to be ca- 
pable of causing infection in man and 
of stimulating a specific antibody re- 
sponse. It has been found that neu- 
tralizing antibodies develop early in 
the course of human infection with 
Coxsackie viruses sometimes within 
one week, usually within two weeks 
of the onset of symptoms. 


CLINICAL FEATURES 


The clinical manifestations of dis- 
ease in patients infected by Cox- 
sackie viruses have been noted to 
vary widely and have not yet been 
completely appraised. The varia- 
tions are not merely a reflection of 
infection by different types. Illnesses 
attributable to strains of a single 
type (Conn. -5) have resembled in 
multiple patients either nonparalytic 
poliomyelitis or epidemic myalgia 
(Bornholm disease)4# 7-9 and, in 
individual patients, infectious mono- 
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nucleosis, appendicitis, sinusitis, and 
influenza.1° Different types of Cox- 
sackie virus have been encountered 
in patients with herpangina!! and in 
others with less distinctive but, at 
times, prevalent forms of acute self- 
limited disease.7. 11, 12 In the cases 
cited below the accumulated evi- 
dence based on clinical laboratory 
and epidemiological findings appear- 
ed to favor the conclusion that the 
Coxsackie virus which was recovered 
from each patient was responsible 
for the associated disease. The in- 
cubation period of Coxsackie virus 


infection probably ranges from two 
to nine days.7: 8. 11 


Illin€ess Resembling Nonparalytic 
Poliomyelitis 

During the summer of 1948 among 
157 patients with pleocytosis of the 
cerebrospinal fluid who were hospi- 
talized in Connecticut and Rhode 


Island with a diagnosis of poliomyel- 
itis or eseptic meningitis, none died 
and 113 (72%) were classified as 
nonparalytic. A significant discrep- 


ancy in the peak of incidence of non- 
paralytic and paralytic cases sug- 
gested that not all of the nonparaly- 
tic cases had poliomyelitis and that 
some of them represented a differ- 
ent disease entity.4 Five patients 
from whom the Conn. -5 type virus 
was isolated came from three dif- 
ferent parts of Connecticut. All 
were males, four were from five to 
11 years and one was 32 years of 
age. The acute illness began sud- 
denly in three, gradually in two, and 
had a diphasic course in two in- 
stances. All patients had fever which 
lasted from three to nine days. The 
maximal elevation of temperature 
ranged from 100.8 to 104.5° F. Head- 
ache, nausea, and abdominal pain 
were common initial complaints; 
stiffness of the neck or back and 
vomiting tended to develop later. Hy- 
peremia of the pharynx was noted 
in two patients. None of the patients 
had abdominal tenderness, although 
four complained of abdominal pain. 
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The total W.B.C. and differentia) 
counts in the blood were with:n the 
normal range. All had pleocytwsis of 
the cerebrospinal fluid. The course 
of illness was relatively uncompli- 
cated and terminated in complete re. 
covery. 


Epidemic Myalgia or Pleur«dynia 
(Bornholm Disease) 

This syndrome was first observed 
in 1856 by Finsen in Iceland. The 
illness is characterized by fever and 
severe pain located in various parts 
of the body particularly in the lower 
chest and abdomen. The onset is 
frequently abrupt, the course self. 
limited, and recovery is the rule. 
Evidence that Coxsackie viruses can 
induce Bornholm disease has been 
accumulating. A strain of Conn.5 
type virus appeared to be respon- 
sible for a sporadic case of pleuro- 
dynia hospitalized in New Haven, 
Connecticut, in 1948(4). Four of six 
laboratory workers who contracted 
Coxsackie virus infections (three by 
the Conn. -5 type and one by the 
Ohio-1 type) also had illnesses re 
sembling Bornholm disease (73). 
Weller, Enders, Buckingham and 
Finn (9) tested specimens from 
representative patients among Ili 
admitted during August and Septem- 
ber, 1947 to a hospital in Boston, 
Massachusetts with the diagnosis 0 
epidemic pleurodynia. Strains 
virus were recovered from the feces 
of four of these patients, and two 
were identified as Conn. -5 type 
virus. An increase in _ antibodies 
against this type of virus was de 
tected in neutralization tests with 
specimens of serum from seven @ 
the patients. The clinical features 
of illness in these twelve patients 
with pleurodynia and Coxsackie 
virus infection, were fever and pail 
in all, thoracic pain in 11, headache 
in eight, and abdominal pain in sit 
Four had stiffness of the neck 0 
back. One of the laboratory workers 
had an abnormal number of ler 
cocytes in the cerebrospinal fluid 
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Herpangina and Other Forms of 
Minor Illness 


Strains of type 2 virus were re- 
covered from children in 1948 dur- 
ing outbreaks of ‘‘three day fever’’ 
described by Webb et al (12). Hueb- 
ner et al (11) reported the recovery 
of Group A Coxsackie viruses of six 
different antigenic types from pa- 
tients observed during the summer 
of 1950. These patients, mostly chil- 
dren. had brief febrile illnesses with 
mild sore throat and small vesicular 
or ulcerative lesions of the fauces. 
The fever usually subsided in three 
days. the ulcers shortly thereafter. 
Huebner and his associates pointed 
out the similarity of illness in these 
patients to a clinical entity ‘‘her- 
pangina’’ described by Zahor- 
sky (16). 


Epidemiology 

Coxsackie viruses have been re- 
covered from individuals of both 
sexes and more frequently from chil- 
dren than from adults. Most isola- 
tions have been made in the sum- 
mer and fall. Sufficient data is not 
yet available to establish the inci- 
dence according to sex and season 
nor to determine age specific attack 
rates. No reservoir of infection by 
these viruses other than man has 
been found. Present evidence sug- 
gests that the factors concerned with 
communicability in infection by Cox- 
sackie viruses are comparable to 
those in poliomyelitis. 

Treatment 

No specific form of therapy is 
known which affects directly viruses 
of the Coxsackie group. At present, 
treatment is entirely supportive and 
symptomatic. 


(Editorial note: references identified upon request) 


Relationship of Pyelonephritis and Hypertension 
and its Prognostic Outlook 


E. J. TANQUIST, M.D. 


Alexandria, Minn. 


Pyelonephritis refers to lesions in 
which both renal parenchyma and 
pelvis are involved. This is the most 
common disease of the kidney. Re- 
cently interest has centered about 
chronic pyelonephritis because it is 
thought to produce hypertension. 


The literature is replete with art- 
icles upon the subject of bilateral and 
unilateral involvment of pyeloneph+ 
ritis. Of course the bilateral involv- 
ment of the kidneys do not offer any 
easy proof of the relationship of pye- 
lonephritis and hypertension, but 
there are a large number of cases 
on record of unilateral pyelonephritis 
In which nephrectomy has resulted 
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in a cure. Other renal diseases, such 
as tuberculosis, malformations and 
amyloid disease may be associated 
with hypertension and nephrectomy 
often brings the hypertension down 
to normal. 


RELATIONSHIP OF 

HYPERTENSION TO 

KIDNEY DISEASE 
Goldblatt’s experiment demon- 
strating the effect of ischemia of kid- 
ney in producing hypertension has 
changed the conception of the rela- 
tionship of the kidney to hyperten- 
sion. Patients with sclerotic changes 
in the vascular system may or may 
not have hypertension, but if the 
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renal vessels are sufficiently involved KIDNEY DISEASE AND 

in the process hypertension appears. HYPERTENSION 

The clinical course of hypertension The kidneys play an importani role 
is determined greatly by the prog- in hypertension: 

ress of the vascular disease in the 1) essential hypertension, eclampsia 
kidneys. Involvment of the kidney 2) Primary renal disease as—-Glo- 
may be sufficient to cause chronic merulonephritis, pyelonephritis, 
hypertension but does not progress urinary obstruction and nephros- 
rapidly enough to seriously impair is malformation as polycystic 
renal excretory function, and conse- renal disease and occlusion of 
quently most hypertensive patients renal vessels. *° 

die of heart failure or of cerebral _. / HS it is apparent that hyperten- 
accidents before uremia, which sion is of renal origin and appears 
means extensive involvment of kid- as symptom of renal vascular dis 


ease associated with i i 
neys, develops. Thus progress and wom TINS Oa 


, E : of arteriosclerosis in other ‘t 
extent of vascular disease in the kid- the body.25 _ 


neys determine whether essential More importance must be placed 
hypertension runs a benign or a ma- in the future on pyelitis and pyelo- 
lignant course. Hypertension may nephritis of childhood and in preg. 
be now regarded as a symptom of nancy as a possible forerunner of 
renal vascular disease.?5 chronic kidney disease and hyper- 


s 5 tension. This illness has been re- 
ee ee ee dn. Sarded too lightly. These condition 
order responsible for about one are serious and by frequent exacer- 
fourth of all deaths, after the age ations and recurrences causes se- 
of fifty, in United States, thru its rious progressive renal damage.** 
effect upon the cardiovascular renal EARLY EVIDENCES OF 
system. The earliest manifestation HYPERTENSION 
of the disease is associated with ar- 
teriolar vasospasm. Resultant ische- 
mia of the kidney is followed by 
further increase in the hypertension, 
probably thru the elaboration of 
some pressor substance in the kid- 
ney, and as a consequence of the 
impaired nutrition of the kidney. This 
peripheral resistance is not confined 
to the kidney but is observed rather : 
presence of hypertension was when 
generally trowghout te Body: Death amined for Insurance, or perp 
5 during a general physical check up. 
quently ‘the result of coronary dis- Langley makes the observation 
ee gon Pg py ion that young individuals with tendency 
and only 10% of cases due to renal to high normal blood ponseute 
a found later to develop definite hy- 
pertension.15 Hine and Lander of 
Volhard has said that in malignant the Mayo clinic found, in examining 
hypertension the younger the patient a group of patients over a period 
and the higher the diastolic of some ten years, that hypertensive 
pressure, the greater the danger of disease was four or five times 4 
malignant course, and such patients frequent in patients who on first ex 
are much more likely to die of renal amination had high normal or mild 
failure. degree of hypertension as those wh 


It is a well known fact that hyper- 
tension may exist for a long period 
without any symptom whatsoever. 
When the symptoms finally appear 
they may arise from organs bearing 
the brunt of the vascular disease 
process, as in event of heart disease 
or cerebral accident. The first time 
many individuals knew about the 
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had normal on first examination.15 
There is an increase incidence of 
hypertension in all patients with age. 
Incidence of hypertension increases 
with age of patient and parallel the 
incidence of marked renal vascular 
change?*. Dr. Bell makes the aston- 
ishing observation that one half of 
the population over fifty years have 
some degree of hypertension and the 
great majority of which have mod- 
erate degree without symptoms.? 


FAMILIAL TENDENCY OF 
HYPERTENSION 

Langley states that the incidence 
of hypertension was five times as 
great in cases where there is familial 
history of the disease. Report in the 
Mayo papers for 1950 indicated a 
high familial incidence of hyperten- 
sion, indicating that 76% of hyper- 
tensive patients gave a familial his- 
tory of hypertension. 15 


PYELONEPHRITIS AND 
HYPERTENSION 

Weiss and Parker 1939 estimate 
that pyelonephritis causes 20% of 
malignant hypertension and malig- 
nant hypertension is more apt to ter- 
minate in renal failure and have less 
incidence of cardiovascular com- 
plications than if of other origin. 12 

Pyelonephritis must be regarded 
as a forerunner of later renal failure 
with malignant hypertensive picture. 
The cases are numerous of pyelitis 
in children and those which accom- 
pany pregnancy which in later years 
develop serious condition. Smith et 
al report case of an 8 year old child 
and a 33 year old woman each with 
pyelonephritis of several years dura- 
tion. At first the blood pressure was 
of moderate proportions but later 
each developed a typical malignant 
hypertensive picture and_ suc- 
cumbed. They emphasize the cause 
and effect relationship of pyelitis and 
pyelonephritis and malignant phase 
of essential hypertension. 22 

The destructive stage of pylelone- 
phritis is followed by constriction of 
the kidney, leading to renal ischemia 
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and hypertension in many cases. 
Unilateral pyelonephritis with con- 
tracted kidney when removed may 
reduce the persistent hypertension. 
Braasch and Jacobson found that 
under 50 years of age hypertension 
is twice as prevalent in bilateral 
pyelonephritis as in control group 
and Shure comes to much the same 
conclusion. They show that incidence 
of hypertension in chronic bilateral 
pyelonephritis parallel degree of 
damage to kidney as evidence by 
urogram, and state further that hy- 
pertension occurs twice as frequent- 
ly in pyelonephritis where blood urea 
is elevated.7-23 
Frequency of hypertension with 
atrophic pyelonephritis increases 
with degree of atrophy. Effect of 
nephrectomy on hypertension better 
in atrophic pyelonephritis than in an 
other unilateral renal disorder. 
Braasch feels 70% cases relieved by 
nephrectomy.198 Dr. Braasch states 
further that surgical removal of uni- 
lateral lesion will often relieve hy- 
pertension. Such is the fact with 
chronic unilateral pyelonephritis 
which is the lesion that occurs most 
often with hypertension.17 
Moderate hypertension may devel- 
op in uncomplicated bilateral pye- 
lonephritis but severe prolonged hy- 
pertension is usually due to associ- 
ated chronic glomerulonephritis or 
primary hypertension. Bell states 
further that it is difficult to see how 
unilateral pyelonephritis can cause 
hypertension when bilateral form of 
this disease seldom does. All renal 
disease with severe obstruction of 
capillaries, arteries or vein produce 
hypertension.* Some authors claim 
that chronic bilateral pyelonephritis 
contributes to incidence of hyperten- 
sion, although hypertension found is 
of comparatively benign nature.!§ 
Dr. Bell states that hypertension 
seldom occurs in uncomplicated 
chronic bilateral pyelonephritis and 
that a severe prolonged hypertension 
with cardiac hypertrophy is usually 
due to complicating lesion such as 
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chronic glomerulonephritis or renal 
atertiosclerosis.2 Several writers 
have noted that bilateral pyelone- 
phritis is occasionally accompanied 
by hypertension. 

The interesting data on relation of 
unilateral renal disease to hyperten- 
sion as presented by Pearman, et al 
suggest that pyelonephritis like ad- 
enomatous goiter and arthritis is 
merely asociated with hypertension 
and is not a causative factor. 

Braasch and Jacobson found in a 
study of 180 cases of chronic bila- 
teral pyelonephritis an incidence of 
hypertension in 26% of cases and in 
a control group of 975 cases taken 
at random at Mayo Clinic there was 
an incidence of hypertension of 20%. 
Only a difference of 6%, which the 
different age groups might account 
for.6-26 These authors found further 
that hypertension in 47% cases of 
chronic unilateral pyelonephritis and 
that hypertension associated with 
atrophic pyelonephritis will be re- 
lieved by nephrectomy in 170% 
cases.8-26 Barker and Walters re- 


ported successful case of nephrec- 


tomy in chronic pyelonephritis and 
believes surgical removal of diseased 
kidney is indicated as treatment of 
hypertension in unilateral atrophic 
pyelonephritis. 2-26 Nesbit 1941 stated 
that most cases of unilateral chronic 
pyelonephritis with hypertension 
subjected to nephrectomy were 
cured or improved. 29-26 


PYELONEPHRITIS 

Pyelonephritis is an inflammatory 
lesion of the interstitial tissues of 
the kidney with involvement of pel- 
vis caused by lodgment of bacteria 
in the kidneys. Alexander reports 
finding healed pyelonephritis in near- 
ly 15% of 1000 consecutive autopsies. 
The infection may be either of the 
ascending, by far the greatest in 
number, or of the hematogenous 
type. It is important to determine 
whether it is of the ascending or 
hematogenous route for on that so- 
lution hinges the success of the 
therapy.® Dr. Bell states that pye- 
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lonephritis is due to lodgment of bac. 
teria in kidney tissue while giome 
rulonephritis is essentially due to 
bacteria toxins.® 


Pathology 

In simple acute pyelonepiritis 
there are multiple foci of infection 
throughout interstitial tissue and the 
pelvis is reddened, slightly dilated 
and covered with inflammatory ex. 
udate. As process progresses glom- 
eruli and tubules become obliterated 
by scar tissue and further progress 
results in more destruction of nor. 
mal tissue. The severe form shows 
diffuse abscess formation throughout 
cortex with gangrene of renal pyra- 
mid. The recurrent type shows the 
presence of acute inflammation with 
areas of scars of healed pyelonephri- 
tis. Chronic pyelonephritis may be 
the end results of repeated acute at- 
tacks or may be of long standing 
low grade infection and the pathol 
ogy is one of progressive destruc 
tion of renal tissue. 


II Clinical Aspect 


An acute attack of pyelonephritis 
is diagnosed by chills, fever, urgen- 
cy and painful micturation, low back 
pain, tenderness in costo-vertebral 
angle and confirmed by finding py- 
uria and bacilluria. The course is 
usually of short duration. The more 
severe types are rare and usually 
fatal.9 

In the recurrent type there is 
found frequent history of recurrent 
episodes of chills, fever, dysuria 
which suggests incomplete healing 
of initial attack or complete healing 
with recurrence. Regardless 
which occurrence signified progres 
sion of disease and danger of chroni- 
city and possibility of renal insu 
ficiency is definitely increased with 
each attack.9 


The chronic form is often difficult 
to diagnose. There is very little ev: 
dence of renal infection. Fallor, easy 
fatiguability, lassitude, dryness 4 
skin, gradual loss of weight, anemii 
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out of proportion to illness, urea 
clearance, psp and rbe are low. 
Close questioning will reveal acute 
episodes. Bacilluria and pyuria only 
present intermittently but repeated 
cultures and microscopic examina- 
tion of urine will reveal infection. 
Mematuria appears in majority of 
cases. Pylogram and laboratory find- 
ings clinches diagnosis. A typical 
case of chronic pyelonephritis shows 
a slowly progressive destruction of 
renal parenchyma by infection, and 
is either unrecognized or has been 
inadequately treated and thus never 
eradicated. B. Coli seems to be the 
principal source of infection.® 


DIAGNOSIS 


General physical examination, in- 
cluding study of size of heart, a care- 
fully elicited history with special em- 
phasis of repeated episodes of chills 
fever and urinary disturbances, ob- 
serving condition of peripheral ves- 
sels, tests of kidney function, urin- 
alysis, will enable one to establish 
a diagnosis in majority of cases.22 


Then the presence of pus in ur- 
ine calls for bacteriological study of 
the urine with study of renal func- 
tion. Intravenous pyelogram and 
cystoscopic studies with retrograde 
pyelogram may be necessary. Such 
studies will reveal infectious agent, 
most frequently colon bacillus group, 
with evidence of obstructive lesion in 
urinary tract. Obstructive lesion is 


found repeatedly as cause of the 
trouble. 22 


Slow progress of pyelonephritis 
over a period of years may lead 
ultimately to renal insufficiency, fre- 
quently associated with intermittent 
or persistent hypertension. Case may 
be confused with glomerulonephritis, 
but urinary studies will reveal much 
pus, cells with few or no casts and 
bacterial study reveals organism us- 
ually of colon group and then we 
may feel certain we are dealing with 
pyelonephritis. The pyelogram will 
determine if obstructive lesion is re- 
sponsible for infection. This differ- 
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ential diagnosis is important as 
pyelonephritis usually yields to ade- 
quate treatment by antibiotics and 
sulfonamides. 22 

Report of a personal case of 
Chronic Pyelonephritis with hyper- 
tension as of January 1950.26 

Female, age 46, housewife. Seen 
first in 1944 for a minor pelvic ail- 
ment. Normal physical findings 
with normal blood pressure. Seen 
again in 1948 when she had a normal 
blood pressure and normal physical 
findings except with suffering with 
a large fibroid of uterus which was 
fixed in pelvis. Laboratory studies 
were normal. 

A subtotal hysterectomy in Sept. 
1948 revealed a large soft fibroid 
with massive attachments through 
marked inflammatory process to 
the pelvic wall, rectum and small 
bowels. Following this operation she 
developed hypertension, pressure 
rising up to 230/130, but patient was 
remarkably free from symptoms. 

January 1949 an intravenous ex- 
cretory pyelogram revealed a nor- 
mal right kidney, pelvis and ureter 
and a functionless kidney on the left 
side. Cystoscopy revealed normal 
bladder and normal ureter, pelvis 
and kidney on the right side. Urine 
contained no pus or bacteria. How- 
ever catheter could not be passed up 
the left ureter. PSP and ability to 
concentrate urine, blood urea were 
all normal. Bl P 230/130. 

February 1949 she was subjected 
to a left nephrectomy and recovery 
was without incidence. Dr. Bell re- 
ported a severe chronic pyelonephri- 
tis. Blood pressure returned to nor- 
mal quite promptly following the op- 
eration and the pressure has re- 
mained about 15/90, although occa- 
sionally the diastolic has registered 
92 to 94. She was examined on April 
20th 1951 and found in excellent 
health and pressure remaining es- 
sentially normal. In other words the 
pressure has remained normal for 
over two years. 

This adds another successful case 
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of nephrectomy in unilateral pyelo- 
nephrtis with hypertension to the 20 
successful cases reported by Bell. 


DISCUSSION 

There are a large number of cases 
of nephrectomy in unilateral renal 
disease with hypertension reported 
in the literature. The largest group 
of these renal disease is that of pye- 
lonephritis. A study of the table pre- 
sented by Dr. Bell in his excellent 
book on Renal Diseases and the ex- 
cellent article by Dr. Langley brings 


out the fact that it is difficult to 
correctly evaluate the cures by 
nephrectomy of pyelonephritis ang 
hypertension. This due to the fag} 
that in many cases the record js 
inadequate and in others the \equir. 
ed period of at least one year has 
not elapsed between the nephrec. 
tomy and the time of reporting 
cases. 


Summary below of cases of unilat- 
eral renal diseases with hyperten- 
sion treated by nephrectomy. 


Pyelonephritis 


Total: 
cases: 


Dr. Bell 61 
Dr. Ratliff 49 
Dr. Maitland 1 

111 


Dr. Langley 103 


total 

cases 
26 
19 
1 
46 
35 


cured % 
cases cured 


SL RE SL tL TL TNA TA 


The 18 cases of Dr. Bells reported 
as cured, 6 should not, perhaps have 
been included because these were of 
less than a year after nephrectomy. 
Bell adds to his list of 61 cases those 
reported by Ratliff in 1947 out of a 
group of 2055 hypertensive cases. He 
reports 7 cases as cured. Then too 
one successful case of Maitland.! 
Omitting the 6 cases gives Bell suc- 
cess 20. 


Langley analyzed 103 cases that 
he found in the literature of unilat- 
eral renal disease subjected to ne- 
phrectomy. Of that group he report- 
ed finding 47 as successful, and out 
of the 35 cases of pyelonephritis he 
found 20 successful cases. Langley 
believes nephrectomy is apt to be 
more successful in young patients 
with no familial history of hyper- 
tension; with the obvious finding of 
a non functioning kidney on the one 
side and a normal kidney on the 
other side. He believes unilateral 
renal disease is seldom cause of hy- 
pertension but when present occa- 
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sionally blood pressure does return 
to normal after nephrectomy. 

In discussing pyelonephritis the 
chronic form is of greatest impor- 
tance and it offers the greatest diag- 
nostic problem and is the form so 
important in diagnosis in order that 
proper treatment may be instituted. 
The acute form or acute recurrent 
form are less troublesome in diag- 
nosis and should not be missed. 


We have established thru the 
literature the fact that chronic bi 
lateral pyelonephritis with hyperter- 
sion is an incidental finding. Hov- 
ever in unilateral renal disease we 
find that chronic pyelonephritis is 
an important finding as the author 
ties are agreed that nephrectomy 
offers the best treatment, in many. 
if not the majority of cases. Lang- 
ley offers the best reason why there 
are failures in some of the cases 
He concludes that in event of a defi 
nite case of chronic pyelonephritis, 
with at least moderate involvment. 
no familial incidence of hyperter 
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sion and in event of the younger 
individuals nephrectomy should be 
successful in the majority of cases. 










n are 

: Many individual reports confirm 
is the same. 

. SUMMARY 

. Hypertension is not associated 
ng fy more often with chronic bilateral 





pyelonephritis than is found in a con- 
trol group. Opinions vary but it is 
reasonable to conclude that bilateral 
pyelonephritis does not show as fre- 
quent appearance of hypertension as 
in the event of unilateral form. Some 
have concluded that bilateral pye- 
lonephritis is an incidental finding 
as would be the case of arthritis or 
adenomatous goiter. 
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To diagnose pyelonephritis it is im- 
portant to note, history of recurrent 
attacks of acute episodes, frequency, 
urinalysis, pyuria, bacilluria, cul- 
ture, history of urinary obstruction 
and pyelogram. Diagnosis is impor- 
tant for early treatment usually 
means a cure. 
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It is important to diagnose pyelitis 
and pyelonephritis in children in or- 
der to properly handle the patient, 
as it is curable in most cases with 
antiobotics and sulfonamides. Re- 
cently it has been shown that one 
half of all women who have toxemia 
of pregnancy will develop hyperten- 
sive vascular disease or glomerulo- 
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(Editorial note: references identified wpon request) 


SIDE-GLANCES at HISTORY OF MEDICINE 
BINOCULAR VISION 


The basic fact of binocular direction localization, the law of identical 
visual directions, was first stated by Ewald Hering (Der Raumsinn 
und die Bewegungen des Auges, in: Handbuch der Physiologie by 
Ladmar Hermann, 1879, pt. I). Before Hering, however, P. L. Paum 
(Untersuchungen ueber Sehen mit zwei Augen. Kiel 1858; Ueber die 
einheitliche Verschmelzung verschiedenartiger Netzhauteindriecke 
beim Sehen mit zwei Augen. Arch. f. Anat. u. Physiol. 1861, pp. 63-111 
and 178-227) already had pointed to the phenomenon of fusional 
areas; he showed that the images on the retina will, within certain 
limits, fuse even if the images do not fall exactly on corresponding 





nephritis within a period of five 
years. 

In the treatment of chronic pye- 
lonephritis it is not sufficient to steri- 
lize the urine but it is necessary 
that vigorous treatment be instituted 
by antiobotics and sulfonamides to 
insure an adequate concentration of 
the drug in the kidney tissue to elimi- 
nate the infectious process. 

Chronic unilateral pyelonephritis 
with normal kidney on other side 
can often be successfully treated by 
nephrectomy, and percentage of 
cures varies but some report as high 
as 70% cures. 

Prevention of hypertension is an 
important consideration. Obesity is 
an important etiological factor in hy- 
pertension. It is not so much a ques- 
tion of limiting meat and salt from 
the diet as the total diet which is 
important in regard to obesity. To- 
bacco seems definitely to be a vaso- 
spastic agent in some persons and 
should be denied to hypertensive and 
candidates for hypertension. 

It is therefore of extreme import- 
ance to evaluate the history of past 
episodes of renal involvment, study 
of several specimens of urine, in- 
cluding microscopic, bacterial study 
and cultures of urine. It is also im- 
portant to obtain history of familial 
hypertensive tendency and any his- 
tory of long standing blood pressure 
rise or tendency to increased pres- 
sure, 





181 


CASE PRESENTATIONS 


Conversion Hysteria 

A visiting physician from Central 
America reported on two almost 
identical cases of psychogenic am- 
blyopia. The first case was that of 
a 19 year old girl, reared in the 
very strict environment of a Span- 
ish family, she was the only daugh- 
ter. The father was a rigid domineer- 
ing personality and the two older 
brothers displayed a rather conde- 
scending attitude toward the mother 
and more so toward the sister. The 
girl was engaged to a medical stu- 
dent. The family first had not ap- 
proved of this engagement because 
the young man was partly of Indian 
descent but finally had given in al- 
though the student always was made 
aware of the fact that he was tol- 
erated by the family. 


The girl and the young man had 
lived in constant fear that the en- 
gagement in the last minute might 
be thwarted by a sudden interfer- 
ence on the part of the father or 
the brothers. The physician was 
called early one morning because 
the girl, on awakening had stated 
that she was blind. On examination 
she seemed not to be upset about 
the sudden loss of vision. The pupils 
reacted promptly to light and in 
accommodation. There was some 
blinking when the finger was 
brought close to the eye, yet less 
than would be expected in a person 
with normal vision. The fundus ap- 
peared normal throughout. The neu- 
rological examination did not reveal 
any abnormalities with exception of 
greatly increased tendon reflexes 
and a zone of anesthesia at the lower 
left arm which was independent of 
sensory nerve distribution. As the 
girl, as most people in Central Amer- 
ica, had had several attacks of ma- 
laria in the past, the question of ma- 
larial amaurosis had to be consid- 
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ered which may develop rather sud. 
denly in tertian malaria and which 
may progress to optical atrophy, 
Yet, the last malarial attack had 
happened one year ago and plasmo. 
dium vivax was not found in the 
blood. Other possible causes such as 
starvation amblyopia, tobacco an. 
blyopia, alcohol or quinine amblyo. 
pia, amblyopia due to salicylic acid 
poisoning, bromism and mercurial- 
ism also could be dispensed with. As 
the girl was rather negativistic and 
refused to answer any questions deal- 
ing with emotional experiences, the 
physician resorted to interviewing 
the medical student. He admitted 
that the young girl and he had de 
cided to have sexual intercourse in 
order to force a marriage when she 
would become pregnant. After there 
was no doubt about the pregnancy 
both had lost courage. And while the 
young man had avoided the house of 
his fiancee, she found a temporary 
solution in a flight into disease, “not 
willing to see reality.’’ The situation 
was talked over with the family, ani 
after the marriage date had bee 
set the blindness cleared up within: 
few days. 


A second case occurred severi 
months later; the 24 year old u- 
married daughter of a high official, 
studying in the United States, was 
called back because of her mother's 
serious illness. She expected to stay 
a short time at her home town ani 
then to return to the United States. 
Her mother’s unfavorable state 
health, however, made it necessaty 
to extend the length of her stay it 
definitely. She was the only child 
Her father was 25 years older tha 
her mother, an irritable, unstabl 
climateric man given to sprees @ 
alcoholism and to outbreaks of vie 
lent temper. The mother was 
stantly on the defense which wa 
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shrouded in immature mystic think- 
ing projected into quack treatment 
of mentally ill persons. At the time, 
she was suffering from amebic dys- 
entery. In this case, too, an almost 
total bilateral amblyopia developed 
within a period of three days. The 
neurological and opthalmoscopical 
examination was negative. Use of 
alcohol, tobacco, or drugs could be 
excluded. There was no malaria or 
virus infection in the previous his- 
tory. An office interview disclosed 
that the young lady was in the third 
month of pregnancy. Because she 
was living in the United States, she 
had hoped her condition could be 
hidden from her parents. After she 
had been recalled, she had hoped to 
return to the United States within a 
short time. As her mother’s condi- 
tion would not permit this, she be- 
came frantic with fear considering 
her father’s uncontrolled emotional 


A very instructive booklet for the 
expecting mother is Dr. Read’s! lu- 
cid explanation of all the important 


questions a young mother, par- 
ticularly a primipara may be con- 
fronted with. Pregnancy, labor, 
childbirth, care of the baby, hygienic 
problems, marriage relations, ante- 
and postnatal exercises are briefly 
but concisely treated. This small 
volume may prove to be a good help 
for the general practitioner in 
tecommending it to his pregnant 
patients. Another book for lay-per- 
sons, but much larger in scope and 
“murpose, is a medical guide? which 
is written with the aim to provide 
a book for the family physican 
Which he can place in the hands of 
mth mothers and daughters. In a 
very intelligent and interesting way 
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reactions. Again the psychogenic dy- 
namics symbolized to be “blind in 
order not to face reality.”’ After a 
very difficult interview with the 
father and correspondence with the 
lover in the United States, it was 
decided to let her go back to the 
United States where the marriage 
would take place. After the solution 
of the problems involved the blind- 
ness subsided. 

(Lit. A. N. Alling and O. A. Grif- 
fin. Diseases of the Eye and Ear. 
Lea & Bros. Philadelphia & New 
York, 1905, p. 8.—A. R. Hazelton. 
Nature of Starvation Amblyopia. J. 
Roy. Med. Corps. 86:171, April 1946 
—A. Fozzi and C. Iandolo. Malarial 
Amaurosis: Case of Malarial Optic 
Neuritis. Policlinico 55:481, April 19, 
1948—D. O. Harrington. Ocular Man- 
ifestations of psychosomatic Disor- 


ders. J.A.M.A. 10:609, March 8, 
1947). 


the authors put before their female 
readers all questions which may 
trouble women, young and older, 
such as disorders of menstruation, 
backache, headache, constipation, 
fatigue, weight, cancer, marriage, 
pregnancy, childbirth, abortions, in- 
fertility. Although the style is plain, 
the presentation is never trite; the 
subjects are dealt with on the basis 
of broad experience and profound 
sympathy. 
1. Introduction to Motherhood. By Grantly 
Dick Read, M.D. Harper & Brothers, Pub- 


lishers, New York, 1950. 104 pages. Cloth 
$1.75. 


. The Modern Woman's Medical Guide edited 
by Aaron H. Horland, M.D. and Charles S. 
Steinberg, M.D. With a Foreword by R. B. 
Robins, .D., Vice-President. American 
Medical Association. The World Publishing 
Company, Cleveland-New York, 1951. 393 
pages. Cloth. $3.50. 





Books on Internal Medicine 


The 1951 edition of new and non- 
official remedies! is again a com- 
prehensive, thorough, and painstak- 
ingly prepared reference book. The 
general practitioner will be mainly 
interested in chapters 4 and 5 (an- 
ti-infectives), 10 (blood formation 
and coagulation), 17 (hormones) 
and in Section C (unaccepted prod- 
ucts). A very instructive presenta- 
tion on bacteriological and labora- 
tory work is Dr. Lord’s? concise 
exposition. The essential procedures 
are briefly outlined in a _ succinct 
and generally understandable way. 
A very timely monograph deals with 
the effect of hormones on male sex 
organs*® The physiology of these or- 
gans and the interaction of endocrine 
glands, the influence of hormonal 
groups on the male organs and prob- 
lems such as hypo-and hypergona- 
dism, castration syndromes, cryptor- 
chidism, sterility, hormone treat- 
ment in prostatic cancer, sterility 
and impotence are dealt with lucid- 
ly. A topic with which the practition- 
er will become more and more con- 
concerned is decompression sick- 
ness.* The problems of high altitude 
and exposure to high pressure, par- 
ticularly in high flights and exposure 
to explosives, are in the focus of 
modern medical problematics. The 
compilation by the National Research 
Council, therefore, should be stud- 
ied carefully. A very useful guide 


Books on Surgery 


A very succint and informative on 
inhalation anesthesia! is Dr. Gue- 
del’s guide which now appears in 


to the structural understanding of 
malformed hearts is the late Dr 
Spitzer’s® paper of 1923 which has 
been well translated, analysed and 
summarized by Drs. Lev and Vazssg, 
It is an arresting and worthwhile 
reading. Briefly should be mention. 
ed the volume XV of the Symposia 
on Quantitative Biology which has 
as subject ORIGIN and EVOLVU. 
tion of MAN. All aspects of the 
problem are displayed and scruii- 
nized: genetics, historical biology, 
taxonomy, racial implications, con. 
stitution, adaptation and population 
questions. 


Bs 


. Determinative 


New and WNonofficial Remedies, 193), 
Issued under the direction of The Council 
on Pharmacy and Chemistry. Am. Med 
Ass., J. B. Lippincott Company. 282 pages 
Cloth. $3. 


Bacteriology Manual. By 
Thomas H. Lord. Burgess Publishing Con- 
pany. Minneapolis, Minn., 1951. 63 pages 
and 25 pages forms. Paper. $2.25. 


. The Effect of Hormones Upon The Testis 


and Accessory Sex Glands. by Morris J. 
Heckel, M.D. Charles C. Thomas, Publisher 
Springfield, Ill. 1951, 73 pages. Cloth. $22. 


. Decompression Sickness. Caisson Sickness, 


Diver’s and Flier’s Bends and Related 
Syndromes. Compiled under the Auspices 
of the Subcommittee on Decompressin 
Sickness, Committee on Aviation Medicine, 
Division of Medical Sciences. National Re 
search Council. Washington, D.C. W. 8 
Saunders Company, Philadelphia & Londm, 
1951. 437 pages. Cloth. $8.50. 


. The Architecture of Normal and Malformed 


Hearts. A Phylogenetic Theory of Theit 
Development. By Dr. Alexander Spitzer 
Charles C. Thomas, Publisher. Springfield) 
Ill., 1951. 145 pages. Cloth. $5. 


. Cold Spring Harbor Symposia on Quantile 


tive Biology. Vol. XV. Origin and Evol 
of Man. The Biological Laboratory, In 
Cold Spring Harbor, L. I., N.Y., 1951. & 
plus XII pages. Cloth. $7. 


useful book for the general prac 


tioner. 


An extensive discussion @ 


all aspects of liver injury? is pr 
sented in the Transactions of th 
8th conference of the Macy Found 
tion. Particularly interesting for 
practicing physician are the chaj 
ters on liver necrosis and on dietal 


its second edition. It introduces the 
reader into mechanisms and tech- 
niques and proceeds to the anesthe- 
tic accidents which are described 
briefly but comprehensively. A very 
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cirrhosis. A book on physical medi- 
cine which also deals with rehabili- 
tation may be consistently mentioned 
in this section.? This textbook, edited 
by Dr. Krusen is a concise exposi- 
tion of all methods of physical medi- 
cine; heat, massage, exercise, rest, 
ytraviolet radiation, diathermy, ul- 
trasonic therapy, occupational ther- 
apy; it also shows forth diagnostic 
techniques which involve physical 
medicine such as electrodiagnostic, 
muscle testing, skin temperature 
measurements, etc. The section on 
rehabilitation is particularly import- 
ant; it deals with rehabilitation of 
the spondylitic, arthritic, asthmatic 
hemiplegic, poliomyelitic, tubercu- 
lus, spastic, paraplegic patient 
(among others); the book concludes 
iMmwith essentials of functional anat- 
my. A very welcome presentation 


of a much discussed problem is Dr. 
Smithwick’s compilation of sur- 
gery in hypertension. This short 
monograph contains an enumeration, 
description and evaluation of all 
recognized surgical precedures with 
statistical tables of results, with 
good illustrations and with a biblio- 
graphy referring to the important 
publications in this field. 

1, Inhalation Anesthesia. Second Edition by 


Arthur E. Guedel, M.D., The Macmillan 


oe New York, 1951, 134 pages. Cloth 


2. Liver Injury. Transactions of the Eighth 
Conference, April 28 and 29, 1949, New 
York, N.Y., Josiah Macy, Jr., Foundation, 
New York, 1950, 164 pages, paper. $1.60. 


3. Physical Medicine and Rehabilitation for 
the Clinician. Edited by Frank H. Krusen, 
M.D. W. B. Saunders Company, Philadelphia 
and London. 371 pages. Cloth, 1951. $6.50. 


. Surgical Measures in Hypertension. By 
Reginald, H. Smithwick, M.D. Charles C. 
Thomas, Publisher. Springfield, TIlinois, 
1951. 95 pages. Cloth. $3. 


books on Ophthalmology 


A textbook of ophthalmology! 
hich is suited for the general prac- 
itioer is the ‘‘concise treatise” pre- 
sared by Dr. Town and eleven con- 
ributors. The book starts rightly 
vith methods of examination before 
msidering the physiology of vision. 
is section is succinctly treated. 
t is followed by the description’ of 
lisorders of vision and their correc- 
ion. The next chapters deal with 
he external eye muscles and their 
bnormalities, with the orbit and its 
thology, with the lacrimal appara- 
s and its diseases and with the 
yelids. The following sections are 
bncerned with conjunctiva, cornea, 
cera, vitreous, uvea, lens, retina, 
d the optic nerve. The chapter on 
aucoma and its treatment is very 
structive. Very well prepared is 


ocular therapeutics, and finally a 
splendid chapter on ophthalmic -sur- 
gery conclude this welcome addition 
to the medical library. As an ex- 
tension to the just mentioned book 
may be read Dr. Tait’s volume on 
refraction.2 This presentation de- 
scribes in detail and comprehensive- 
ness the pathophysiology of refrac- 
tion errors, their diagnosis and test- 
ing, and the methods of refraction. 
All physicians who in their practice 
deal with ocular refraction will de- 
rive much benefit from this thor- 
oughly conceived and clearly writ- 
ten book. 

1, Ophthalmology. By Arno E. Town (Eleven 


Contributors), Lea & Febiger, Philadelphia, 
1951. 511 pages. Cloth. $10. 


. Textbook of Refraction. By Edwin Forbes 
Tait, M.D. W. B. Saunders Company, Phila- 
delphia and London. 1951. 371 pages. Cloth. 
$7. 





DIAGNOSTIC SUGGESTIONS 


Cancer of the Lip 


About 16 to 25% of all primary 
carcinomata of the lower lip arise 
in premalignant lesions, such as hy- 
perkeratosis or leukoplakia. Primary 
carcinoma of the lip occurs most fre- 
quently in the 6th and 7th decades. 
These primary cancers are observed 
more often in males than in females. 
C. C. Burkell (Canad. M.A.J., 62:28, 
January 1950) found 98.6% of these 
malignancies in males and 97% of 
the lesions were found on the lower 
lip. In author’s series of 80 cases, 
73 were males and 7 females. Hyper- 
keratosis or leukoplakia were pres- 
ent in 31; squamous cell carcinoma 
was diagnosed in 45, basal cell car- 
cinoma in 4. The duration of the 
lesion was one year or less in 27, 1 
to 3 years in 18, 17 years in one and 
10 years in one. The author con- 
cludes that primary carcinoma of 
the lip should be curable in 100% and 
that irradiation is the treatment 
of choice; only in cervical lymph 
node metastasis is the prognosis poor 
inspite of radical dissection. ( J. M. 
Neely. The Nebraska State Med. J., 
8:225, August 1951). 


Carcinoma of the Pancreas 


In about 80 per cent of cases, the 
lesion develops without pain. Weak- 
ness and loss of appetite are the 
first symptoms. Jaundice and occa- 
sionally itching occur after a few 
days. An important characteristic in 
the diagnosis of cancer of the pan- 
creas is the fact that when once 
jaundice has appeared and the stools 
have become alcholic, these signs 
do not recede. One of the most signi- 
ficant diagnostic features of carci- 
noma of the head of the pancreas is 
an enlarged, non-tender gallblad- 
der which in the majority of the 
cases is palpable. (W. H. Cle. J. of 
the Michigan State Med. Soc. 50:481, 
May 1951). 
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Cisternal Puncture 


The authors reviewed the reports 
of 44,771 cisternal punctures for dj- 
agnostic purposes within a five year 
period. Four deaths due to cister. 
nal punctures were definitely estab. 
lished. The authors conclude that 
there is no sufficient justification for 
employing cisternal puncture, even 
by experienced physicians, either as 
a diagnostic means in syphilis of 
the central nervous system or asa 
follow-up procedure after treatment. 
(H. L. Cecil and E. B. Johnwick. 


J. of Vener. Dis. Inform., 4:86, April 
1951). 


Laryngeal Epilepsy 
(Tussive Syncope ) 


Laryngeal vertigo or laryngeal 
epilepsy is a syndrome in which 
severe coughing causes unconscious- 
ness. Author contends the reason for 
the fainting may be seen in that, 
while coughing, the patient performs 
the Valsalva maneuvre of forced 
expiration against a closed glottis, 
thus increasing the _ intrathoracic 
pressure, causing venous congestion 
of the head, lowering the cardiac 
output, and bringing about cerebral 
anoxia. The author proposes to use 
the term—as introduced into the lit- 
erature by W. S. McCann et am 
(Arch. Int. Med., 84:845, 1949)—‘tus- 
sic syncope’ instead of the trad 
tional designation laryngeal epilepsy 
or vertigo as the symptoms have 
no connection with the larynx, 4 
vertigo is not a symptom, and 4 
epilepsy occurs rarely and only 4 
a complication in epileptic persons: 
When grand mal attacks are obser’ 
ed during the syncopal episode, } 
appears that the patient has a /é 
tent cerebral dysrhythmia (LindsaJ 
E. Beaton. Arizona Med. 10:30, 0c 
tober 1951). 
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THERAPEUTIC SUGGESTIONS 


Nausea and Vomiting in 
Pregnancy 

Nausea and vomiting occur in 
about 50% of women during the first 
three months of pregnancy. Author 
report on 96 patients requiring treat- 
ment for this syndrome. 66 patients 
were relieved by the routine treat- 
ment of small dry feeding. Of the 
% patients, not improved by this 
regimen, 9 were given pyridoxine in- 
travenously with good results in 3 
and with filure in 6. Five patients 
were given dramamine with failure 
in all cases. There were finally 25 
patients not relieved by various 
measures tried. They, then, were 
placed on Resion (polyamine anion 
resin, synthetic sodium aluminum 
acetate and synthetic magnesium 
aluminum silicate — Medical Re- 
search Department, The National 
Drug Company, Philadelphia, Pa.). 
One to two tablespoons on rising, be- 
tween meals and at bedtime was 
the dosage. 18 of the 25 patients 
responded favorably; 7 patients 
failed to improve. The authors felt 
that in these patients a psychogenic 
factor was responsible. (V. deP. Fitz- 


Frog Pregnancy Test 


1, Speedy results; 1 to 4 hours. 

2. Accuracy; 99.6%. 

3, Reveals early pregnancy. 

4. Reports wired free when requested. 

5. Negative findings rechecked free of 
charge. 

6. Need 2 oz. first voided morning 
urine. 


7. It costs less —only $5.00 to the 
Doctor. 
Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers on Request 
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Placenta Previa 

Author is presenting a primarily 
report of three cases in which cy- 
stography confirmed the clinical di- 
agnosis of placenta previa. The ro- 
entgen diagnosis was based essen- 
tially on the fixation and multiple 
constant defects seen on the superior 
border of the contrast filled urinary 
bladder, the asymmetry and irregu- 
larity of the bladder horns, especial- 
ly seen in the oblique view, corre- 
sponding to the side of the low im- 
planted placenta. (Mariano E. Gar- 
cia. Boletin dei Colegio Medico Mu- 
nicipal de Sancti-Spritus, 17-18:18, 
January-February 1951) 


New Penicillin Salt 

“A new penicillin salt known as 
P-92 has been developed.’’ This form 
of penicillin causes less reactions 
and also decreases severity of re- 
action in those in whom other forms 
of penicillin cause reactions. P-92 is 
a penicillin salt of N-methyl-1,2-di- 
phenyl-2-hydroxyethylamine. It is 
prepared as a white powder and dis- 
tributed in vials of 10 mm. capa- 
city. Addition of 4.2 mm. distilled 
water makes a suspension contain- 
ing 300,000 units. (New Orleans Med. 
& Surg. J. 4:13, Oct., 1951). 


For rectal enemas... 
non irritating 


IRRIGOL 


The Alkalol Company, Taunton 3, Mass. 





NEW PHARMACEUTICAL PRODUCTS 


Efocaine. Nonoily depot solution for prolonged prevention of pain. Accord. 
ing to the statement received, a single injection provides loca! anes. 
thesia for as long as 6 to 12 days. The long duration of local anesthesia 
is founded on the fact that the anesthetic is slowly absorbed, as the 
anesthetic is deposited in crystalline form in an aqueous-miscible 
vehicle. 

E. Fougera & Co., Inc., New York, N. Y. 


Chloragel Tablets. Chlorophyll Fractions, Processed Ext., 25 mg; Aluminum 
Hydroxide Gel, Dried, 250 mg.; Magnesium Trisilicate, 250 mg. 
Indications: gastric hyperacidity and peptic ulcer. 

Walker Laboratories, Inc. (Formerly Walker Vitamin Products, Inc), 
New York. 


Desoxyn and Nembutal Capsules. Each capsule contains Desoxyn Hydro. 
chloride (Methamphetamine Hydrochloride, Abbott), 5 mg., and Nem. 
butal Sodium (Pentobarbital Sodium, Abbott), 30 mg. 

Indications: emotional disturbances; nervous tension; fear; conval- 
escence or prolonged illness complicated by depression; adjunct in 
management of obesity when patient is restless and tense. 

Abbott Laboratories, North Chicago, Illinois. 


MODERN TREATMENT 
Relieves 


EYE IRRITATION 


Pregnancy 


diagnosed in 20 minutes with 


— Carson-Saeks ————_ 


Cc. P. T. 


CHEMICAL PREGNANCY TEST 
Patented 


PROVEN ACCURATE?.2.3, thru more than 


4 years of clinical use. 


FEATURES 
*Simple office procedure 
*No delay—accurate in early pregnancy 
*Economical—costs less per test 


AVAILABLE 
Your physicians’ supply dealer. 
Ref. 1. Ricketts, W.A.; Carson, R.M. and Saeks, 
; Am. J. Obst. and Gynec. 56:955 
(1948). 
2. Cheval and Hans; Bruxelles Med. 32: 
1677 (1950). 
3. Pagiari, H., Arch. Sci. Med., 89:89-98 
(1950). 


C. P. T. Laboratories 
Dayton, Ohio 
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OPTREX is a refreshing, decongestive 
ocular lotion which quickly relieves 
ocular irritations, such as eye strain, 
resulting from close work, reading, 
movies, television, dust and _ wind, 
bright artificial lighting, fatigue. 

OPTREX IS UNSURPASSED IN DAILY 
OCULAR HYGIENE and is prescribed 
and used by specialists throughout the 
world following treatment of the eyes. 


The scientifically designed eye cup 
which comes with every bottle permits 
a soothing, antiseptic treatment of 

entire surface of the eye and eyelids. 


Your patients’ eyes are important, see 
that they get the best of care. Prove | 
for yourself how OPTREX will relieve 
ed ; strain. Send for generous trial 
ottie. 


The Chemdrug Corp. 
730 Fifth Avenue, New York 19, N.Y. 
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At Last — CONTROL OF COUGH — with a 


palatable, non-upsetting creosote preparation 


Famel Syrup is the only preparation containing Soluble Lactate of Creosote. Famel Syrup 
is usable in an effective therapeutic dose without causing any trouble even in the caso of 
the most sensitive patients. 


Famel Syrup relieves or arrests coughing and helps avoid pulmonary complications. 


Physicians trial bottie on request 


CHEMDRUG CORP. 730 Fifth Ave. New York 19 


a FAVORED Menstrual Regulator 


Be Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to- 
gether with apiol (M.H.S. Special) and oil of savin in capsule form. One to two cap- 
sules, three to four times a day, help to promote menstrual regularity and greater 
comfort in many cases of functional amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia. Supplied in ethical packages of 20 capsules. May we send literature? 


ERGOAPIOL (smitH) with SAVIN 


MARTIN H. SMITH COMPANY 150 LAFAYETTE STREET, NEW YORK, N. Y. 


in \ ELIXIR BROMAURATE 


whooping GIVES EXCELLENT RESULTS 


Cuts short the period of the illness and relieves the distressing spat 


modic cough. Also valuable in Bronchitis and Bronchial Asthma, Is 
coug h four-ounce original bottles. A teaspoonful every 3 to 4 hours. 
GOLD PHARMACAL CO. NEW YORK CITY 


1. LAXATIVE—CATHARTIC — often increasing susceptibility of intestine 
to stimulation from defecating centers; 


2. CHOLAGOGIC — relaxing the sphincter of Oddi; 
3. DIURETIC—gentle, indirect, non-toxic. 
Write for Professional Supply ond Literoture 
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